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Ear Canal Thera py : 


BACTERICIDAL * FUNGICIDAL * ANALGESIC * HYGROSCOPIC 


Sulfamylon® HCI and benzocaine in propylene glycol. 

Otamylon is effective against all commonly encountered ear 
pathogens. Through its local analgesic and hygroscopic effect, 
Otamylon quickly soothes the irritated or inflamed surfaces and 
promotes prompt healing. 

Manner of Use: After gently cleansing and drying the ear 
canal, Otamylon (2 or 3 drops or moistened wick) is applied 
three or four times daily. 

Supplied: Bottles of 15 cc. with dropper. 
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for otitis 


POLYMYXIN B SULFATE WITH PROPYLENE GLYCOL 


OTIC SOLUTION 


Specifically aimed at aural pathogens— 


bactericidal to most gram-positive and gram-negative 
organisms, particularly Ps. aeruginosa, the 


commonest cause of otitis externa. 


fungicidal to most of the dermatomyces found in the ear. 


For otitis externa, whether acute or chronic, an exceptionally high 
percentage of complete clearance in a short time. 


For chronic otitis media (when the ear drum is perforated); prefer- 
ably in conjunction with systemic therapy. 


Bottles of 10 ce. (with dropper) 


if. Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, New York 
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5% AND 25% 


5% AND 2.5% 


Sterile, buffered ophthalmic suspensions of Cortisone 
Acetate and Hydrocortisone Acetate for topical use. In 
Methyl! Cellulose for more uniform suspension, more pro- 
longed contact (5 to 6 times longer), and better disper- 
sion when applied to the eye. 


ADVANTAGES OF DROP-TAINER PRODUCTS 


e Sterile e Stable e Preserved against contamination 
e Convenient to carry and use: better drop control 
e Economical: non-spillable and non-breakable e Uniform 


Available from pharmacies and wholesale drug suppliers throughout Aale qr 
the U.S.A. and Canada (Canadian Distributors, Imperial Optical 
Company, Toronto, Canada). Write for catalog descriptive of LABORATORIES, INCORPORATED 
miotics, mydriatics, anesthetics, etc., supplied in Drop-Tainer. 

FORT WORTH, TEXAS 
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“SPECIALIST” 


A new chair designed expressly for the practice 
of Otolaryngology. Its built so you can work in clove, 
without stretching. Your patient i at your 
fingertps, correctly and securely positioned. Handy, 
ettortless controls rane and lower the chat 
hydraulically, lock and unlock its revolting action, 
tilt the hack. position the head rest. You get more 
done with a Reliance “Specialise’ 


Your patients like it too, why shouldn't they’ Greater comfort and 
firmer support induce them to relax during treatment. They're less 
fatigued when they leave, and thankful to you for it 


And what a lift the “Specialist” gives your office, with 
its clean, modern lines and superlative workmanship. 
A wide selection of paint and upholstery colors 
makes it easy to match existing office decoration; 
allows you more leeway when you redecorate. The 
accent 1 on fine furniture design, on playing down 
that cold equipment look It's good taste to own 

a Specialise’, 


. For complete information on the ‘Specialist’ and its companion 
RELIANCE “#400 stool, contact your regular supply dealer. 


Manufacturers since 1898 


KOENIGKRAMER CO. 


Western Ave. at Naeher St. Cincinnati 14, Ohio 


F.& F. 
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WHENEVER 
RAUWOLFIA SERPENTINA 
OR CHLORPROMAZINE 
CAUSES NASAL CONGESTION 


OR. JOHN DOE 
EAST RIVER ORIVE,NEW YORK 


fa 
NOT “JUST ANOTHER” DECONGESTANT ! 


Make it a habit to prescribe Rhinalgan Nasal Spray to prevent 
nasal congestion whenever you prescribe chlorpromazine or rau- 
wolfia serpentina preparations. N. Phys., 34:14, 1950. 
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LEADERS IN E.N.T. PRODUCTS SINCE 1915 
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HOW ZENITH'S 10-DAY 
TRIAL PLAN, SENSIBLE PRICES 
AND LOW OPERATING COSTS 


can help you and your patients 


When you refer a hard of hearing patient 
to a hearing aid source you want to feel 
sure that he will be satished—both then 
and later. That's why Zenith places so 
much emphasis on the 10-Day Money Back 
(uarantee Trial Plan. For this allows your 
patient to give his Zenith Hearing Aid a 
complete trial. (And further, gives him an 

; opportunity to check the instrument with 
you, before being committed to its pur- 
chase. ) 

This, of course, is in marked contrast to 
the policy of many other dealers, who re- 
gard all sales as final. This can be unfor- 
tunate, for should your patient's hearing 
aid fail to perform satisfactorily in his 
every-day life, he may blame you. 


While it’s a litthe known fact, all makes 
of hearing aids cost about the same to 
manufacture. Highest-quality tubeless, all- 
transistor Zenith instruments do not sell 
for $250 to $300—as do many others—only 
because they do not include an extra mark- 
up for so-called “fitting costs.” Yet Zenith’s 
superb line of 5 air-conduction models 


EMITH 


HEARING 
AIos 


. By Makers of America’s Finest TV 
and Radio Sets 


offers your patients 432 individual power- 
tone response modifi ations! 

Zenith prices start at $75 for the ultra- 
compact, finest-quality “75-X". . . other 
models, with special features or extra 
power, $100 and $125. Operating costs too, 
are surprisingly low, as little as 15 cents a 
month for the “Royal-T*.” The importance 
of this dual economy to pensioners and 
elderly people living on small incomes, 
many of whom need money for other medi- 
cal care, cannot be overemphasized. 

Zenith policy, as stated in our advertis- 
ing, calls for straight-forward, conscien- 
tious conduct on the part of our dealers. 
Diagnosis of hard of hearing problems, we 
firmly believe and publicly affirm, belongs 
to physicians, not hearing aid dealers 

We invite you, as a physician, to learn 
first-hand about Zenith quality and per 
formance. We respectfully suggest that you 
examine a Zenith on our 30-Day Trial Offer 
for Physicians. There is no cost or obliga 
tion whatsoever. Just fill in the coupon be. 
low for complete details. 


The Royalty of Hearing 


Zenith Radio Corporation, Dept. 41-X 
5801 Dickens Avenue, Chicago 39, Illinois 


Please send me free literature, local dealer list and information 
on Zenith 30 Day Trial Offer for Physicians 


Zone State 
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NOW READY 


A Loose-Leaf 
OTOLARYNGOLOGY 


ONAUV1OLO 


rad 


Edited by 
GEORGE MORRISON COATES HARRY P. SCHENCK 
M. VALENTINE MILLER 
with 
120 of the leading specialists 
contributing outstanding chapters 


These volumes cover the entire field of Otolaryngology. As is the case with all 
Prior publications, this loose-leaf Otolaryngology is profusely illustrated with 
illustrations that really illustrate. There are in all 2,900 line cuts, half tones 
and magnificent color plates 

The W. F. Prior Company in its 38 years of producing loose-leaf medical 


masterpieces believes that the Otolaryngology will be regarded as one of their 
finest efforts —- Nothing has been spared in this stupendous undertaking. 
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These excerpts from the preface of the 
loose-leaf OTOLARYNGOLOGY explain 


the scope of the volumes 


‘Otolaryngology has expanded to include the nose, oral cavity, intracranial 
structures, the neck, the esophagus, trachea and bronchi (and, toa certain 
extent, the stomach), and related subjects such as allergy, chemotherapy 
and antibiotic therapy, neuro-otology, audiology and aural rehabilitation, 
and corrective surgery of the face and other regions of the head 


“Extensive new fields are reopened to the otolaryngologist to replace in 

, part some of the surgery lost when the introduction of sulfonamide and 
antibiotic therapy limited the necessity for surgery in acute infections of 
the nasal accessory sinuses and of the temporal bone 


‘The science of medicine in all its branches is constantly expanding, and 

at an increasing tempo. In any field of medicine a knowledge of the anat 
omy, physiology and pathology is essential, and these subjects have been 
covered in detail 


‘A rigidly bound volume soon becomes obsolete, but a loose-leaf work can 
be constantly brought up to date without the necessity for a complete new 
edition. Passages are taken out when they become obsolete, and new, 
up-to-date information inserted. It is the purpose of the editors and pub 
lishers of this work to see that this plan is carried out by frequent revisions, 
with the addition of entire new chapters when necessary 


“The publishers of this work are famous for the development of multi 
volume, loose-leaf sets of medical books, whose popularity has brought to 
them their preeminence in this field of medical literature.” 


Descriptive literature, list of subjects and authors is yours for the asking 


W. F. PRIOR COMPANY, INC. 
Hagerstown, Maryland 


Please send information on the loose-leaf Otolaryngology 


M.D 
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another New use of ‘Thorazine’ 


calms the apprehensive and anxious patient 


facilitates induction and intubation 

potentiates analgesics and anesthetics 

controls nausea, vomiting, hiccups and 
emergence excitement 

a valuable adjuvant in surgical procedures 


*Thorazine’ Hydrochloride is available in ampuls, tablets and 


syrup. Additional information on ‘Thorazine’ is available 
on request, 


For information write: 


Smith, Kline & French Laboratories 
1530 Spring Garden St., Philadelphia 1 


*1M. Reg US. Pat. Ott toe S.K Ps brand of chlorpromazine 
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routine preoperative medication” 


to 
control 
bleeding 


ee 


... since (November 1953) Adrenosem has been used preoperatively 

to reduce bleeding from all otolaryngologic and broncho-esophagologic 
procedures, to treat postoperative hemorrhage from the tonsil and adenoid 
regions, and to treat selected cases of epistaxis.’ 


“Adrenosem is therefore specific for conditions characterized by capillary 
permeability. It checks bleeding from a broad capillary bed by causing 
a correction of excessive permeability and an increase in capillary 


resistance.”’* “‘No single case of toxicity was observed in this study.’” 


(irenosem 


SALICYLATE 


(BAND OF SALICYLATE) 


Indicated preoperatively and postoperatively to control bleeding associated with: 
Tonsillectomy, adenoide tomy and nasopharynx surgery 

Prostatic and bladder surgery 

Dental surgery 

Chest surgery and chronic pulmonary bleeding 

Uterine bleeding and postpartum hemorrhage 

Also: Idiopathic purpura, retinal hemorrhage, familial telangiectasia, epistaxis, hematuria 
Supplied in ampuls, oral tablets and syrup. Send for detailed literature. 


1. Owings, C. B.: The Control of Postoperative Bleeding with Adrenosem, Lary ngo- 
scope, 55:31 (January) 1955 


2. Peele, J. C.: Adrenosem in the Control of Hemorrhage from the Nose and Throat, 
A.M.A, Arch. of Otolaryng. 61:450 (April) 1955 

3. Hiddle, A. C., Je.: Adrenosem Salicylate: A Systemic Hemostat, Oral Surg., Oral 
Med., Oral Path. La press. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tennessee 
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with Polaroid 
Land Camera Back 


No need to wait days, or even 
hours, for photographic record of 
a patient's eye grounds, With the 
Polaroid Land Camera Back you 
can have a detailed black and white 
picture one minute from the time 
you click the shutter. 

Full color pictures may be taken in 
the same sitting with interchange- 
able camera backs... Kodak 828 
(8 exposures), or Kodak 135 (20 
or 36 exposures). 

Take advantage of this new aid to 
quick consultation. It saves valua- 
ble time for you and your patients, 


RETINAL CAMERA 


RETINAL PHOTO 
in one minute! 


Depend on the Bausch & Lomb Retina! 
Camera as an invaluable instrument of 
diagnosis and research. Your dealer will 
be glad to arrange a demonstration. 
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IRVING WHITE 
DOUBLE CIRCUIT BATTERY 
Small +» Compact «+ Rheostat Controlled + Two Independent Circuits 


for diagnostic lamps 


> 


Black Crackle Finish 5’w, 2% pounds 
LDiesianed hy 
Ireing White, MD Cat No. Br. 1488 $16.00 


Los Angeles 


@ Lightweight. easy to earry, for home or office use to light 
bronchoscopic instruments singly or in pairs. 


Spring-type binding posts assure positive contact red and 
black signals mateh Pilling bronchoseopie cords, prevent short 
circuits. Lach pair of posts is controlled by an individual 
rheostat from “off” to 3 volts current. 


This battery contains two Type © industrial dry cells (not 
flash light batteries): they will give long and reliable service. 
Replacements may be purchased at most hardware stores or 
direct from Pilling. Both pairs of posts are powered by one cell, 
thus if one cireuit becomes weak, the second can be engaged 


by simply turning the switch — there is always one cellin reserve. 


The Irving White Battery is available only from Pilling — order direct 


GEORGE P. PILLING & SON CO. 


3451 WALNUT STREET 
PHILADELPHIA 


HEADQUARTERS FOR INSTRUMENTS FOR BRONCHOESOPHAGOLOGY 
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EASY on THE EYES 


erra=-Cortril 


brand of ox«ytetracycline and hydrocortisone 


OPHTHALMIC SUSPENSION 


Dual-action Trenra-Correit, Ophthalmic Suspension 
promptly resolves inflammation and eradicates primary or 
superimposed infection in many diseases of the external 


eye and anterior segment. 


berka-Correi. Ophthalmie Suspension provides the com- 


bined actions of CorTRIL’ —a most potent anti-inflammatory 
adrenocortical hormone;' and TERRAMYCIN’ — broad-spec- 
trum antibiotic “highly successful against many varieties 
of organisms” encountered in ophthalmologic practice.’ 


upphed: an amber bottles of 5 ecc., with sterile eye dropper, 


containing 5 mg. oxytetracycline hydrochloride ) 
and 15S me. hydrocortisone acetate (CORTRIL) per ce, ol sterile 
Suspension Also available COKRTRIL Acetate Ophthalmic 
ment and COnTRIL Tabl Is 

1 Rukes. | Met al) Metabolmem 3:48), 1954 


2. Cannon, bk. J, and Leopold, AMLA. Arch Ophth 47.426, 1952 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


Pfizer 


* Trademark 
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SCHOOL 
VISION 
SCREENING 
TEST* 


OM An improved Version of the Massachusetts Vision Test 


As an aid to school eye health programs, American 
Optical has developed its new AO School Vision 
Screening Test. It quickly shows by simple pass- 
fail tests those children who are likely to need a 
professional eye examination. No actual measure- 
ments are made. 

The AO School Vision Screening Test is a greatly 
improved version of the well-known Massachusetts 
Vision Test. While retaining all the essentials of 
the old test, innovations in the AO instrument 
significantly increase the efficiency of school vision 
screening 

The numbered lenses, occluders and maddox 
rods, all vital parts of the test, are contained in the 
headrest uni. This unit is a skillful adaption of 
modern phoroptor styling. Tests are simply dialed 
into place. Concise operational procedures have 
been developed after administering actual tests to 
thousands of school children. Ingenious design 
allows the test to be used on all age groups from 
kindergarten through high school 


Buile in standards for failure and referral are: 
Acuity for either eye is less than 20/20 (or 20/40, 
if desired). 
Acuity through plus lenses is 20/20 for either eye 
or 20/40 for both eyes. 


Verucal phoria or tropia at 20 feet is greater than 
1.25 


Lateral phoria or tropia is greater than: 
6.0280 or at 20 feet 
6.020680 or B.OZ exo at 16 inches 


Complete information is available at nearly 400 
AO Offices. 


Opti cal 


IMSTHRUMENT O1VISGIONM BUFFALO 15.8 ¥ 
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Speedy, Sterilizable JORDAN DAY Engine 


Now Also Available in a 


NEW 
EXPLOSION .- 
PROOF 
MODEL 


Me 


Enclosed Motor Assembly May Be 
Autoclaved with Arm, Hand Piece | = = 


Delivering speeds up to 13,000 rpm., this powerful Jordan Day motor has— 
probably more than any other unit —- won the preference of surgeons every- 
where for fenestration, skin planing and other operative procedures. The 
entire assembly may be autoclaved——and, now, for those who prefer it, this 
same dependable power unit is available in a completely explosion-proof 
model. Listed by Underwriters’ Laboratories, Inc. 


Explosion-Proof Model Standard Model 
AU-3042 Jordan Day Engine. Complete AU-3040 Jordan Day Engine. Standard 


with chrome stand and triple extension arm, model. On chrome stand, with triple exten- 
Revelation hand piece, explosion-proof foot- sion arm, Revelation hand piece, standard 
switch and cords. For 110 volts, AC or DC. footswitch and cords. For 110 volts, AC or 
Complete ,$375.00 DC. Complete... ... ~.....$278.50 


Instrument Makers to the Profession Since 1895 


330 S. Honore St., Chicago 12, Illinois 
BRANCHES NOW IN ROCHESTER, MINNESOTA, DALLAS AND HOUSTON, TEXAS 
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infection 
inflammation 
mjury 
allergy 


SODIUM SULAMYD® solution 30°. -10% —ointment 10% STERILE 
CORTOMYD® — Cort! 1 Sodi Sulf tamid : OPHTHALMIC 
. ortisone and Sodium Sullaceta ae susvension 


CORTOGEN® — Cortisone Acetate—0.5% -2.5% suspensions 


CORTICLORON® — Cortisone and Chlior-Trimeton”® suspension 


ox 
° 
7 
| 
ig 
q 
» 


safe - dependable - routine 


effective against common pathogens 


free from sensitization 


a form to fit every need 


SODIUM hoy mild node rate ly itechions 
SULAMYD and hor prophylaxis 
Sodium SULAMYD Ophthalmic 
Solution 10% with Methyleellulose 


Sodium SULAMYD Ophthalmic Solution 30% 


assuahe nighttime use 


Sodium SULAMYD Ophthalmic Ointment 10° 
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| THE NEW YORK POLYCLINIC _ 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1581) 
(The Pioneer Post-Graduate Medical Institution in America) 
| EYE, EAR, NOSE AND THROAT 
A combined full-time course covering an academic year (9 months). It consists of attendance 
at clinics; witnessing operations; lectures; demonstration of cases and cadaver demonstra 
Ons, Operative cye, ear, nose and throat (cadaver): head and neck dissection (cadaver r 
clinical and cadaver demonstrations in bronchoscopy, laryngeal surgery and surgery tor 
facial palsy; refraction; radiology; pathology, bacteriology and embryology, physiology; 
neuro-anatomy,; anesthesia; physical medicine, allergy;examination of patients pre-operatively 
and follow-up post-operatively in the wards and clinics. Also retresher courses (4 months); 


attendance at departmental and general conterences 
For information about this and other courses address 


THE DEAN: 345 West 50th St., NEW YORK 19, N. Y. 


A necessity in every eye operating room and wherever eye injuries are treated. 


trademark 


| Single Dose Disposable Dropper Unit 
all important solutions 
required for ocular surgery anaslable in the 


write now for details to OPHTHALMOS, INC. 
UNION CITY, N. J. 


The test of time proves that the “LACRILENS”® contact lens can be worn 
for long periods of time in aphakia and in all sports, including swimming. 
Write for Brochure 


Manufacturers of 
all types of 


Contact Lenses 


49 East 51st Street, New York 22, N. Y. 


Oa Branches in PHILADELPHIA * MONTREAL « JOHANNESBURG 


is a safe lens 
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Tetracycline ‘‘... appears to be superior... 
because it is more stable at room temperature, r 


because it penetrates better into the cerebrospinal 
fluid and elsewhere, and because its administra- 
tion is accompanied by less untoward effects.”’ : 


Dowling, H. F.: Practitioner 174:611 (May) 1965. 


excellent therapeutic response 


Beano oF TETRACYCLINE 


the original tetracycline 
outstanding among modern broad-spectrum antibiotics 


discovered and identified by Pfizer 


Tablets and Capsules, 50, 100 and 250 mq., 
Oral Suspension (chocolate flavored), 
Pediatric Drops (hanana flavored), Intravenous, 


and convenient ophthalmee and tupal Jorma. 


PFIZER LABORATORIES, CHAS &@ CO INC BROOKLYN 6. N.Y, 
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in eye disorders 


... free of significant metabolic, 
water or electrolyte disturbances.” 


The higher therapeutic ratio of METICORTEN permits marked clinical 
benefits unaccompanied by many of the major undesirable actions charac- 
teristic of cortisone and hydrocortisone.'4 


¢ avoids sodium and water retention 
e avoids weight gain due to edema 
e no excessive potassium depletion 


¢ better relief of pain, swelling, tenderness; diminishes joint stiffness 

¢ lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective —“cortisone escape” 

e most effective in smallest dosage 


Bibliography 


(1) Dordick, J. KR., and Gluck, bk. J JAMA. 158.166, 1955. (2) Bunim, J. J.: Pechet, 

MeM and Bollet. A. J }A.M.A,. 157-4311, 19858. 3) Harach. A. ] Hickerman. Hf \ mad 
aFR, Beck, G. J.: Dis. Chest 27:515, 1988. (4) Schwartz, E.: J. Allergy 26:206, 1955. (5) King, 
J. H., Jr., and Weimer, J. \ MLA. Arch. Ophth. 54:46, 195° 


a METICORIEN,* brand of prednisone (metacortandracin) 
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ONLY RITTER 
OFFERS You 
A COMPLETE 


| 


sily PO 
i 


-HESTER 3, NEW YORK 


You have everything at your fingertips! ... with a 
Ritter Ear, Nose and Throat Unit. With this unit, 
equipment necessities for ENT work are carefully 
placed within your examining and treatment area 
... the cuspidor,conveniently located for patient use 
... the surgical aspirator with interchangeable tips 
right at hand... the low voltage instruments and 
spray bottles, centrally located for easy grasp...a 
swinging tray, holding medicaments and other in- 
struments, effortlessly positioned to suit your needs. 

The Ritter Ear, Nose and Throat unit was de- 
signed to help you utilize your skills to the fullest 
extent with a minimum of effort. You have your 
choice of four models—the cuspidor on the right or 
left side as an integral part of the unit, or a right or 
left-hand unit with the surgical cuspidor separate 


for placing on the opposite side of the chair. 


WRITE i: complete, detailed 
information on the Ritter ENT 
Unit, Ritter ENT Motor Chair, 

or Ritter Combination Ear, Nose 
and Throat-Oral Surgery Unit. 

Ritter Company Inc., 4810 Ritter 
Park, Rochester 3, New York. 


Ay 
| 
| - 
°F - | 
| 
jj 
f 
- 
| medicament _ special spray | 
: and suction potties 
within easy reach 
instrument rable 
where YOU want 
touch of the Anger: Stainless 
uray holds ceriized 
plus any electrical instru 
ments readines> 
Low voltage 
instruments 
ready for 
4 instant use 
Low voltage ynstru- 
ments positiones 
for easy grasp are 
ysed without con 
stant cord pull, yet 
are ro the 
| unit with @ flick of 
the wrist. Current 
Lo holder: 
individual rheostal® control cau- 
reries and ‘Nhaminated 
Auxiliafy ewitch can control room 
or Ritter CompressoF: All 
controls and call putton are within 
easy and yacuum 
gauge visible from operating pos 
on. Unit has extra plug-iack on 
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THE MAKING AND FITTING OF ARTIFICIAL EYES 
ARE A SECIALTY WITH US... 

i Not a Sideline! 
We have a complete selection service for glass and plastic eyes. 
Within 8 hours after receiving your order, we send you a selection of 


eyes on memorandum. Write for further information and free color 
chart and size guide. | 


sewing and Gougelman tne. 


$10 adison Avenue 
profes. st ison A 


New York 22, New York 
ce 
sin DETROIT CLEVELAND KANSAS CITY MINNEAPOLIS ST. LOUIS 
BOSTON © PHILADELPHIA PITTSBURGH WASHINGTON 


(We Recommend 


ertified Lenses 


reciSion 


The PC Lens 


The PC lens (Patent No. 2,704,010, March 15, 1955) 
is the only real departure in multifocal design in 
20 years! 


In addition to being of highest quality, the PC lens 
has these distinctive features: 


identifiable segment shape Straight top with rounded corners 
Barium crown segment for freedom of color 

Optical segment is only 4Y2mm below top line to minimize image jump 
Top line of segment is at an angle for maximum visual comfort 

Also available in tints and trifocals 


eee ee eee eee eee ee ee ee 
P-2% Multifocal lens has a 28mm seg. on center, and 


is available in a SSx60mm semi-finished blank 
a multifocal intended to fill every vocational need fou 


large al an econo al pri 


Also available in tints and trifocals 


For complete information, contact your nearest Benson Laboratory or write 


Since 1913 


Executive Offices * Minneapolis 2, Minn 


LABORATORILS CONVENILNILY LOCAILD IN Cities 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The dimensions in the above photograph are 5’ 9” along one wall and 4 2” along the other. In this area, 
conveniently arranged, is everything needed to make a complete examination. However, it need not be con- 
fined to this limited space. The complete absence of piping and wiring is specially noticeable. A number 
of other arrangements will be furnished on request. 


Treatment Stand: Covered with stainiess steel. Contains: air regulator with gauge, tubing, cutoff and air 
filter; nasopharyngoscope rheostat; push button; cautery transformer and rheostat; transiiiuminator complete 
with theostat, cord, handle, lamps, antrum and frontal tips; seven metal drawers on fiber runners and one 
large drawer ‘for towels; waste container; bakelite covered work table; space for six spray bottles, twelve 
solution botties, shelf for cotton jars; pocket for history cord or prescription blanks; and a spray bottle 
heater; the whole presents an attractive appearance and will not tarnish and is eosy to keep clean. Price 
complete without peecewers $185.00. Without air but with electrical equipment $155.00. With air equipment 
only $140.00. Without either air or electrical equipment $110.00. Glassware available 


Cheir: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 
wheel; paper covered headrest removabie; locked with foot-pedal; bakelite armrests removable. Bock locks 
rigidly in any position. As shown in brown. $140.00 


Turning Chair: By adding a footrest and the necessary handles this ow can be used for turning tests. All 
the additional equipment is easily and quickly removable. Add. $30 

Combined Suction and Cuspidor: This is an entirely new piece of equipment. It was designed to eliminate 
the cost of installing a separate suction. The apparatus is 12” wide and projects 134” from the wall. The 
flushing rim and the suction is furnished with a vacuum breaker and should pees all plumbing requirements 
Stop and trap not furnished. Available in ivory, green and white. Price $85.0 


Ceiling Light: A telescopic light attached to the ceiling. May also be attached to base board in back of 
chair. Available in 4 ,5, 6 and 7 ft. (extended). 4 ft. $15.50 (add one dollar per ft.). 


Light Shield: Takes an ordinary 100 watt lamp. Will not burst; spot can easily be rotated. $5.00. 
Stool: A soft upholstered stool with easy running ball bearing stem casters. $20.00. Stool with bock,. $26.00 
CATALOG SENT ON REQUEST 


All Prices ore F.0.B. Los Angeles, Collif. 


Surgical —- Mechanical — Research 


1901-1903-1905 Beverly Bivd SMR Los Angeles 57, Calif 
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TONETEX® CORRECTED CURVE LENSES 


bring you the highest compliment 


your services can earn. . . 


And thats how your patients will feel in Widesite 


Corrected Curve Tonetex lenses... happy! 


When the patients needs call for tinted lenses, you 
can prescribe Widesite Tonetex with complete 
confidence. Softly shaded, their absorptive quali- 
ties screen out harmful light, providing comfortable, 


restful vision, and protection from glare 


W idesite Corrected Curve Lenses...both White and 
Tonetex...are unsurpassed for fine quality. Cen 
tering, powering and thickness are controlled with 


super-accuracy. Marginal astigmatic correction pre- 


vides clear, undistorted vision...from edge to edge. 


Why compromise? Be sure...specify Widesite Cor 


rected Curve Lenses. 


AVAILABLE from your independent optical sup 


plier... in complete range of |7 base curves from 


727.50 D to 12.00 D in either White or Tonetex. 


TONETEX tints also available in the complete 


Shuron Multifocal line 


Give your patients DOUBLE satisfaction Wide 
site Corrected Curve Lenses in Shuron quality 


frames 


i Shuron Optical Company, inc. 
Geneva, N.Y. 
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a new journal 


COMING IN ‘56 
designed for busy ophthalmologists * 


Survey of 


OPHTHALMOLOGY 


What you should know about SURVEY OF OPHTHALMOLOGY 


|, Bimonthly beginning February; approx. 100 pages per issue 


2. Contents: Condensations of important original articles from current world 
literature plus critical comment on the selected articles; book reviews, 
occasional presentation of ophthalmologic classics in their entirety 


3. Editorial boards ‘advisory and contributing) composed of well recognized 
ophthalmologists who will give the journal responsible, discriminating 
editorship 

4. Editor-in-Chief: Frank W. Newell, M.D., Professor of Ophthalmology and 
Chairman, Section of Ophthalmology, University of Chicago 


5. Subscription price: $9.00 per year 


THE WILLIAMS G WILKINS COMPANY 
Mt. Royal and Guilford Avenues Baltimore 2, Maryland 


An Entirely New 


ATLAS OF OTOLARYNGIC PATHOLOGY 


Sponsored by 
American Academy of Ophthalmology and Otolaryngology 
and 


Armed Forces Institute of Pathology 


$18.00 
Available December |, 1955 


Send order with remittance to 


American Registry of Pathology 
Armed Forces Institute of Pathology 
Washington, D. C. 
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ermatologic disorders” 


treatment of allergic and other 


agent. 125 Sterile, nonprotein 
4 and nonantigenic, PIROMEN avoids 


For information, write ““Piromen’’ on your Rx and mail to 


subsidiary of Boxter Laboratories, Inc., Morton Grove, Illinois 


+ In treating a variety o 
Xe 
(pseudomonas polysacchari 
dermatitis 
-PIROMEN, a stable, aqueous, colloidal dispersion, 
1s supplied in v of 10 gamma per ce 
1954. (2) Welsh, A. and Ede, Ohio M. J, in press. 


Introducing 
THE EXECUTIVE 


one-prece 
AO Tillyer Bifocal 


Lens 


Now American Optical Company research 
has perfected a new one-piece bifocal: the AO 
Tillyer Pvecutive Bifocal. 

The Executive Bifocal provides full lateral 
sweep in the reading segment... segment can 
be set 28mm high... no image jump between 
distance and near fields ..minimum chro- 
matic aberration. Patients adjust to the Exec- 
utive Bifocal easier because of these features. 


The Executive Bifocal is made with Tillyer 
curves, so it is marginally accurate to the full- 
est extent possible in a spectacle lens. Object 
displacement is the same as it would be in a 
single vision reading lens. For many first-time 
bifocal wearers and people who particularly 
need a wide reading field, the Tillyer Execu- 
tive Bifocal is ideal. Ask your AO represent- 
ative for full information. 


American Optical 


1T.M. Reg. by American Optical Company 
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Hyd 


V¥OROCORTIGONE. MERCK) 


.. effective in some cases in which 


cortisone was comparatively ineffective...” 


In the treatment of ocular disease, Hypro 
CORTONE “has proved effective in some cases in 
which cortisone was comparatively ineflective,””! 
‘The ideal treatment schedule in any severe 
intraocular inflammation, especially of the pos 
terior segment, consists of an initial course of 
therapy When the condition 
proves, local therapy may be adequate for control, 

“Approximately 60 me daily has proved to be 
a good maintenance dose in chronic cases, There 
has been a surprising freedom from side effects 
such as Cushing's syndrome. 


INDICATIONS: Anterior segment inflammatory 


eve diseases and posterior segment inflammatory 
eye diseases, 


REFCRENCE: Ciordon, 1).M., An 


SUPPLIED: ORAL ‘Tablets: 20 
mg., bottles of 25, 100, and 500 tableta; 10 mg., 
bottles of 50, 100, and 500 tableta: 5 mg., bottles 
of 5O tablets, OPHTHALMIC — Sterile Suspension of 
HypRocorTONE Acetate: 0.55 and 2.5%, 5-ce 
vials. Ophthalmic Ointment of 
Acetate: 1.55), 3.5-Gm., tubes 


Iphia l, 
DIVISION OF MERCK & CO). ING 
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IN CYCLOPLEGIA... 


CYCLOGYL 


HYDROCHLORIDE 
brand of cyclopentolate hydrochloride 


SAVES TIME 


for you . . . with rapid onset of action 
for your patients . . . with rapid recovery 


“Cyclopentolate hydrochloride , . . produces a rapid [30 to 60 minutes], intense cycloplegia and 


mydriasis of moderate duration . . . and is effective in highly pigmented irises and for persons of 


all ages. New and Nonofficsal Remedies, Philadelphia, J. B. Lippincott Company, 1954, p. 189 


Cyclogyl has shown outstanding qualities in 1035 cases 
(Incorporaces work of 11 previous investigators 


Con und Dusage and Administration prers of Ke 
‘ » 


Cyclogyl 0.507 


Homatropine 2% or 
AG 
*Successive drops at five minute intervals tRecovery time reduced to siz hours aftes 
1. Gordon, D. M., and Lhrenberg, M. H.: Am. ]. Ophth 
“the chief handicap of maximum cycloplegia, namely its incapacitating effect, is minimized 
Geties, B. C.: A.M.A. Arch Ophth. $1:467 (Apr 1954 


Cyc logyl, “by virtue of its brevity, rapidity of action, and consistent depth of cycloplegia, will be 


Mi ‘ 


a? 


[a drug of choice} for routine retraction .. .” Ehrlich, L. Hu New York J 


Dosage Supplied 
( vi loplegia One drop 1.0°, in each eye (or two drops of phehalmi 
maximal cycle 4060 minutes. Re Solution 
normally 4 12 u usly. Pil arp UFZ Solutio n t 
overy ume, In deeply piemenre: eyes, 2 drop: 2 opper Boctles 
in each eye, instilled 10 minutes apart, achieves satisfac 


loplegia in OSD of cases 
asis One of two drops of 0.55% in each eye >) fede Since 1794 


buffer (pH 6.0) 


Phasmaceuci: al amd Research Laboratories 
Y. 


New York 3, N. 


Samples and Literature on request 
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Wore thau 1500 
IUM 


MONEL METAL 


NASOPHARYNGEAL APPLICATORS 


have been delivered by the Radium Chemical Company to 
otolaryngologists in the United States within a period of the last 


ten years. 


Results are reported satistactory when the use of the applicator 
is restricted to the one purpose for which it was constructed: 
the treatment of hyperplastic lymphoid tissue, which cannot be 
surgically removed, at the orifice of the eustachian tube or in the 


fossa of Rosenmueller. 


Available through purchase or annual lease at a_ reasonable 


monthly rental. 


WRITE FOR COMPLETE DETAILS... NO OBLIGATION 


RADIUM CHEMICAL CO., INC. 


161 East Forty-Second St., New York 17, N. Y. 


MORE THAN 4 (EARS CONTINUOUS SERVICE TO THE MEDICAL PROFESSION 
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TRANSACTIONS — SEVTEMBER - OCTOBER, 1955 


AVAILABLE SUPPLIES 


MANUALS 


RETINAL DETACHMENT, H. Arruga, et al.. see 

OCULAR SURGERY, Conrad Berens and Michel Reusletih, 
CATARACT TYPES, F. C. Cordes 

SLIT LAMP BIOMICROSCOPY, E Goar, et al 

OUTLINE OF NEURO-OPHTHALMOLOGY, P. J. Leinfeider .... 
DESCRIPTION OF THE ORBIT, McCotter, Fralick, Henderson 
GLAUCOMA, Samuel J. Meyer 

THE INTERPRETATION OF VISUAL 

DISTURBANCES OF OCULAR MOTILITY. Richord G. Scobee 
REFRACTION, Danie! Snydocker and Frank W. Newell. 
EXTRINSIC EYE MUSCLES, H. Saul Sugar 

PRINCIPLES OF OTOLARYNGOLOGIC PLASTIC SURGERY, Oscar J. Becker. 
RADIOGRAPHIC ANATOMY OF THE TEMPORAL BONE, J. Brown Farrior.. . 
EXAMINATION OF THE LABYRINTH IN RELATION TO ITS 


PHYSIOLOGY AND NONSUPPURATIVE DISEASES, 
W. J. McNally and E. A. Stuort........ 


PHYSIOLOGY OF THE LARYNX, J. J. Pressman 
NONSURGICAL COMPLICATIONS OF OTOLARYNGOLOGIC SURGERY, 
J. J. Pressman et al 


MONOGRAPHS 


HELPFUL HINTS FOR HANDLING THE HEARING HANDICAPPED, 


HEARING TESTS (Revised), Arthur L. Juers.... 
THE EMBRYOLOGY OF THE EAR, NOSE, AND THROAT, 
O. E. Van Alyea 
STRABISMUS: A SYMPOSIUM, Kenneth C. Swan et al 
REFRACTION DIFFICULTIES (Revised) 
Clarence A. Veasey, Jr. 


ABSTRACTS 
Each set contains the ovailabie outlines and briefs of instruction 
courses OS presented at Academy meetings Unbound 
Otolaryngology 1953 
1954 
1955 
Ophthalmology 1953 
1954 


TRANSACTIONS 
Subscription: Per year, bimonthly publication 
Single issue: Through 1950 
1951 through 1954.... 
55 


BOUND VOLUMES 
Transactions: 
Records of meetings held 1917 through 1949 
Vol. 55 (1951) through Vol 58 
Tonometry——Tonography, Decennial Report (Bound) 


SEND ORDER WITH REMITTANCE TO 


Benedict, MD 
100 First Avenue Building 
Rochester Muinnesoto 
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American Academy of Ophthalmology and Otolaryngology 


PHE COUNCIL — 1955 
Algernon B. Reese, New York, N. Y. l’resident 
A. C. Furstenberg, Ann Arbor, Mich | l’resident-k-lect 
| Meltze r, Loston, Mass. . kirst Vice-President 
Wilham B. Clark, New Orleans. La a Second Vice-President 
Hioward BP. House, Los Angeles, Calif Third Vice-President 
lames Milton Robb, De troit, Mich Past President 
cle rick Lor les, San hk rane co, alit last Preside nt 
Walter H. Theobald, Chicago, III | : Past President 
William L. Benedict, Rochester, Minn, } Executive Secretary-Treasuret 
and Business Manawer of the TRANSACTION 
Kenneth L.. Roper, Chicago, Ill Secretary for Ophthalmology 
lawrence R. Boies, Minneapolis, Minn. . Secretary tor Otolaryngology 
\. D. Ruedemann, Detroit, Mich secretary tor Instruction in Ophthalmol KY 
Dean M. Lierle, lowa City. lowa Secretary for Instruction in Otolaryngology 
and Maxillofac mal Surgery 
Daniel Snydacker, Chicago, II Secretary for Home Study Courses 
-rling W. Hansen, Minneapolis, Minn Secretary for Pubhe Relations 
Fran is k.. Leleune, New Orleans, La Councilor 
Rodman Irvine, Beverly Hills, Calif. ..... Councillor 
Sam k. Roberts, Kansas City, Mo . | Councillor 
Harold H. Joy, Syracuse, N. Y. ..... (Councillor 
COUNCIL COMMITTEES 
EXECUTIVE, RESEARCH AND FINANCE SOARD OF COUNCILLORS 
_ Algernon B Reese, Chairman Francis FE. LeJeune, Chairman 
jomee Milton Robb A. ©. Furstenberg $ Rodman Irvine Harold H. Joy 
rederick C. Cordes Francis Fk. LeJeune Sam Ek. Roberts 
Walter H. Theobald Willam Benedict 
RESEARCH AND FINANCE | 
(Sub-Commattee of Executive, Research and Finance) BOARD OF SECRETARIES 
lames Milton Robb, Chairman William L. Benedict, Chairman 
Algernon B. Reese William L. Benedict Kenneth L. Roper Dean M. Lierle 
Lawrence R. Loies Daniel Snydacker 
ACTIVITIES A. DD. Ruedemann Erling W. Hansen 
Francis KE. LeJeune, Chairman 
S. Rodman Irvine A. C. Furstenberg ex: 
Philip E. Meltzer PROGRAM 
7 Algernon B. Reese, Chairman 
A. C. Furstenberg lawrence R. Roies 
UDICIAL Philip E. Meltzer A. D. Ruedemann 
Algernon Reese, Chatrman Francis FE. LeJeune liean M. Lierle 
Francis E. LeJeune Sam | Roberts William L. Renedict Daniel Snydacker 
S. Rodman Irvine Harold H. Joy Kenneth L. Roper Fring W. Hansen 
STANDING COMMITTEES 
Ar Mi lore S \f 1) Mort tre il. (jue anada 
\ j > Mel Af 1) ltaton Rouge. la 
Filiott Randolph, M.D., Chairman, Baltimore, Ale Nally Montreal, Que., Canada 
f,oraon Al Bruce, M York, y chuknecht Detrort Mich 
\ thus er mbu (jeorue | Shambaugh, Ir., M.D Chicago, Ill 
Frank D. Lathrop, M.D Roston, Mass. 
| 1) New York. A, y ‘ 4 ulfants 
Harold G. Scheie, M.D Philadelphia, Pa Raymond Carhart, Ph.D Evanston, 
llarry P. Schenck MD Philadelphia, Pa lLhompse ( arson Glenview, 
lloward ( artet ( hicavo 
lexccutive Committee valter A 
Dean M. Luerl MDD (harman, lowa City, lowa 
iwretice Ie 1) Minne polis, Alinn Mile } ATIHOLOGY 
Lordley M.D italtimore, Md Michael J. Hlogan, M.D, Chairman, San Francisco, 
Norton ( infield Mf 1) New Haven Conn, ( alif 
lIlallowell MID) Louis, Mo j VPhinizy Calhoun MD Atlanta, (:a 
eth lay, M.D Pittsburgh lohn & tryn Mawr, la 
bowler. M New York. N lheodore } inders, M I) sf Loui Mo 
Aleyvyer S. Fox, MLD Milwaukee. Wis 
Aram (,lorig Ir 1) los Anvwele ( alif ( 
Victor Goodhil. M.D Los Angeles, Calif. ITOLARYNGIC PATHOLOGY 
Stacy Gaild, Ph.D Kaltimore, Md Hollinger, M.1), Chasrman, Chicago, Ill 
f,ordon 1) Hoople, M.D Syracuse, N David DD. DeWeese, M.D Portland, Ore, 
lloward P. House, M.D Los Angeles, Calif P. Fowler, Ir., M.D New York, N. 
Kaymor lordatr hureh. l’s lohn It Lind ay, M ( hicago, 
Arthur | louisville. Ky lames \W MiclLaurin. M.D Baton Rouge, La 
( har! Kinney. Cleveland. Morrison, M.D San Francisco, Calif 
john R. Lindsay, M.D Chicago, II lohn A. Murtagh, M.D Hanover. N.H 


STANDING COMMITTEES — Continued 


PAN-AMERICAN RELATIONS IN 
OruTHALMOLOGY 

Conrad Berens, M.1)., Chairman, New York, N. Y. 
somes H. Allen, New Orleans, La. 

oacyr E. Alvaro, Sao Paulo, Brazil 
Frederick C. Cordes, M.D. San Francisco, Calif, 
Alfred J. Elliot, M.D. Toronto, Ont., Canada 
Louis J, Girard, M.D. Oyster Bay, L. L, N. Y. 
Erling W. Hansen, M.D. Minneapolis, Minn. 
Robison D. Harley, M.D. Atlantic City, N. 
S. Rodman Irvine, M.D. Beverly Hills, Calif. 
Philip M. Lewis, M.D. Memphis, Tenn. 
Angus L. McLean, M.D. Baltimore, Md. 
John L. Matthews, M.D., Secretary, San Rapper, 


Texas 
trittain F. Payne, M.D. New York, N. Y. 
G. Stuart Ramsey, M.D. Montreal, Que., ‘Canada 
Shaler Richardson, M.D. Jacksonville, Fla. 
Daniel Snydacker, M.D. Il. 
Kenneth C. Swan, M.D, Portlan 
Antonio Torres Estrada, M.D. 


Mexico, D. 
Derrick T. Vail, M.D. 


PAN-AMERICAN RELATIONS IN 
OTOLARY NGOLOGY 
Charman, 
Victor Alfaro, M.D. 
Norton Canfield, M.D. 
Jose Marquis Converse, M.D. 


Philadelphia, Pa. 
ashington, D. C. 
ew Haven, Conn. 
New York, N. Y. 
lavana, Cuba 
Chicago, Ill. 

Los Angeles, Calif. 
Santurce, 

Puerto Rico 
Montreal, Que., Canada 
Boston, Mass. 

M.D. St. Louis, Mo. 


ose Conrad Gros, M.D. 
‘aul H. Hollinger, M.D. 
lHioward P. House, M.I). 
Carlos MunozMacCormick, M.D. 


. McNally, M.D. 
Schall, M.D. 
Walsh, 


William 
LeRo 
1 & E 


PLASTIC AND RECONSTRUCTIVE SURGERY 
John Marquis Converse, M.D., Chauwman, New York, 
N. 


Wendell L. Hughes, M.D., 


Co-Chairman, New York. 
N. 


San Jose, Calif. 
lowa City, lowa 
lowa City, lowa 
Portland, 
New York 
M.D. Philadelphia, Pa. 
M.D., ex officio, Detroit, Mich. 


Crowell Beard, M.D. 
William C. Huffman, 
Dean M. Lierle, M.D. 
Merrill J Rech, M.D. 
Byron Smith, M.D. 
Edmund B. Spaeth, 
A. D. Ruedemann, 


M.D. 


PREVENTION OF BLINDNESS 
Ralph 1. Lloyd, M.D)., Chairman — Brooklyn, N. Y. 
Lawrence T. Post, M.D. St. Louis, Mo. 
Alan C. Woods, M.D. Baltimore, Md. 


Scientific 


Kenneth J. Roper, M.D., 


Chairman Chicago, Ill, 
Eugene L. Derlacki, M.D., 


Co-Chasrman, Chicago, Ill. 


STANDARDIZATION OF TONOMETERS 


Peter C. Kronfeld, M.D., Chairman Chicago, Ill. 
E. Sao Paulo, Brazil 
Ballintine, Cleveland, Ohio 
becker, St. Louis, Mo. 
jonas S Friedenwald. Baltimore, Md. 
Morton Grant, MD Roston, Maas. 
Gundersen, oston, Mass. 
Harrington, San Francisco, Calif. 
Thomas tl, Hodgson, , Toronto, Ont., Canada 
C. MeCulloch, M.D. Toronto, Ont., Canada 
John M New York, N. Y. 
Adolph Posner New York, N. Y. 
Robert N. Sha San Francisco, Calif. 


, M.D. 


StTupy oF Aupio-VISUAL INSTRUCTION 

Dean M. Lierle, M.D., Chairman, lowa City, lowa 
W. L. Benedict, M.D., ex officio, Rochester, Minn. 
Lawrence R Minneapolis, Minn. 
Kenneth L Chicago, 
A. D. Ruedemann, Detroit, Mich. 


TEACHERS’ SECTION 
Otolaryngology 

(,ordon D. Hoople, M.D., Chairman, Syracuse, N. Y. 
john E. Bordley, M.D. altimore, Md. 
Lester A. Brown, M.D. Atlanta, Ga. 
David W. DeWeese, M.D. Portland, Ore. 
W. McLaurin, M.D. 
Joel J Pressman, M.D 

©'’Neil Proud, M.D. 
George E, Shambaugh, M.D. 


O 


A. D. Ruedemann, M.D Detroit, Mich. 
lrederick CC. Cordes, M.D. San Francisco, Calif. 
H. Dunnington, M.D. New York, N. Y¥ 
Edwin B. Dunphy, M.D. Boston, Mass. 
Lawrence T. Post, M.D. St. Louis, Mo. 
kdmund B. Spaeth, Philadelphia, Pa. 
Kenneth C. Swan, M.D. Portland, Ore. 
Derrick T. Vail, M.D. Chicago, II. 


Los Angeles, 
Kansas City, 
Chicago, 


Detecnsnietions of the Academy to: 
AMERICAN ASSOCIATION FOR THE 
ADVANCEMENT OF SCIENCE 
M. Elliott Randolph, M.D. Baltimore, Md. 


AMERICAN BOARD OF OPHTHALMOLOGY 


(,ordon M. Bruce, M.D. New York, N. Y. 
Alson E. Braley, D. lowa City, lowa 
Kenneth C. Swan, M.D. Portiand, Ore. 
I. Bruce Fralick, M.D. Ann Arbor, Mich. 


AMERICAN BOARD OF OTOLARYNGOLOGY 


Francis E, LeJeune, M.D 
Gordon F, Harkness, M.D. 


New Orleans, La 
Davenport, lowa 


AMERICAN COLLEGE OF SURGEONS 
BoarD OF GOVERNORS 
Carl McCaskey, Indianapolis, Ind. 
Derrick T. Vail, chicago, Il. 
Shirley Harold a, M.D San Francisco, Calif. 


AMERICAN ON OprTIcs 
AND VISUAL PHYSIOLOGY 
Frederick C. Cordes, M.D. San Francisco, Calif. 
Alfred Cowan, M.D. Philadelphia, Pa. 
Kenneth C. Swan, M.D. Portland, Ore. 


AMERICAN OrtTHOPTIC COUNCIL 
Frank D. Costenbader, M.D. Washington, D. C. 
Philip Knapp, M.D. New York, N. Y, 
John W. Henderson, M.D. Ann Arbor, Mich. 


OPHTHALMOLOGY 
Edmund B. Spaeth, M.D. 
John B. Hitz, M.D 
Col. Victor A. Byrnes, M.C., 


Philadelphia, Pa. 
Milwaukee, Wis. 
APO 633, New York 


Joint CoM MITTEE ON 
RETROLENTAL FIBROPLASIA 
William C, Allentown, Pa 
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Address of the President 


PATHOLOGY 


\LGERNON B. REESE. 


NEW 


| am deeply grateful for the honor of 
President With 


machine 


bemge vour this vear 


the smooth-working Academy 
frnota Cadilla but Benedict carrying 
the load, it can truthfully be said that the 


otice 1s honorary and Mm no sense 


\ little donkey was pulling a heavy 
load across a narrow bridge. A big Cad 
illac was being held up, so the driver 
VAVe 
little 
over the side of the bridge 


a big toot on his horn. The poor 
tartled donkey lurched and went 
The owner 
of the donkey accepted the apology of 
the driver of the car but said, “Don’t you 
think that was a mighty big toot for such 
a little donkey 7’ Thi 
Benedict has given 
toot 


Now. it is necessary that | 


rnachine called the 
me an awtully big 
| shall try not to jump the traces. 
“sing for my 
supper: my selection is entitled “Path 


ology 


one, and therefor 


subject “pathology” 1s a general 
what | have to say is 
for the most part applicable to otolaryvn 
to ophthalmology. It 


seems to me that pathology 1s hampered 


gology as well as 
somewhat mn the field of otolaryngology 
scarcity of material short 
of death of the patient 
with 


because of the 
\s our comrades 
whom we share the extracranial 
region of the head do not lose patients, 
at least those who come Academy 
don't, they find themselves little 


pathologic material. | hope you wall not 


to the 


with 


American Academy ot oy Ctolaryt 


YORK, NEW 


M.D). 
YORI 


that 
Wwe lose eves that We have ample 


assume that the natural corollary 1s 


material 


Pathology was born of the clinician's 
desire to correlate clinical findings with 
morbid anatomy ; of men who were in no 
modern sense pathologist ; but who satis 
hed an inordinate curiosity about their 
In mv lifetime | recall that 
at one of the prominent hospitals in 
New York City the 


formed the autopsies and pave pathologic 


clinical work 


clinical staff pet 
service to the hospital. Now. ne) hospital 
Medical 
Association unless it has a pathologist 
on its staff. 


is accredited by the American 


Pathology accounts for medicine's 


reatest forward surge and, actually, for 


its release from the bondage of the hu 
moral theories that had so long prevailed. 


In the early days after the advent of 
the Ope, new dis goveries al 
most a daily occurrence in the continen 
tal institutes of pathology. Thus, medi 


cme acquired the dignity of a science. 
\fter 
and the tield 


frontier days had passed 
opened for morphological 
howed signs of becoming 
sparse, there began a period when path 
ology was «de precated as a Stati 
as dead as anatomy 
tered that it 
and that the 
Pathologists 


and 


Science 
The idea was fos 
had come to full fruition 
subject was a closed book, 
more or less accepted this 
settled make 
useful in giving pathologic 


dppral down 


thie Mm 


selves 


service to hospitals and in teaching. For 


had 
; 
or 
‘ 
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these service functions over 


shadowed all other aspects of the sub 


a while 


ject, That such a state has not persisted, 
it is my purpose to show, and to those 
detractors who disparage pathology as 
passe or decadent | should like to throw 
down the gauntlet. To begin with, the 
subject has flowered to the point where it 
may now be divided into three separate 
branches. 


SURGICAL VPATILTOLOGY 
At the present time, this is an entirely 
separate and indispensable department 


at most imstitutions. Responsibility for 
its development rests largely with the 
follow-up system, whereby the patients 
from whom surgical material has been 
examined are seen at regular intervals 
in the postoperative pet mod and a« orrela- 
tion is made betwee the Of micro 
scopic findings and the relief of symp 
loms or the prognosis. [This system has 
been particularly rewarding in regard to 
tumors, so that we now expect the surgi 
cal pathologists to give us helpful sug 
gvestions regarding the extent of pro 
posed surgery, regarding prognosis, and 
regarding radiosensitivity, Recently, ex 
foliative « vtology has been added to sur 
gical pathology and affords invaluable 
mformation to the clinician in his effort 


Asa 


result, the Cancer Cytology Foundation 


to detect cancer im its early 


stave 
has been formed by laymen to aid in the 
early diagnosis of cancer. 


If, MEDICAL PATHOLOGY 

This is also a separate department in 
most of the larger medical centers. This 
aspect of pathology has to do with teach 
ing, with the performing of autopsies, 
and with the determination of the basic 
CALISC of disease processes, Thus, Thay 
syndromes are found to fit into the mo 
Of fundamental disease patterns, 
such as collagen disease, xanthomatoses, 


and phacomatoses 


B. REESE 
RESEARCH PATHOLOGY 
The research pathologist is character- 
ized by his concern not only with re 
and structural 
changes but also with pathogenesis. In 


ognizing Interpreting 
the appraisal of morbid changes in their 
relationship to other bast 


pro CSSCS, 


pathology 1s exploiting other scqentifie 

fields, such as biochemistry and phvsies. 

must as internal medicine has so success 


fully done for Many years 


The study of structure and disease has 
evolved from the individual to the organ, 
to the tissue, to the cell. The establish 
ment of the unity of life on the basis of 
the autonomous cell has placed our stud 


is on the level of cellular and 


structure 
To this end there has 
resuryence of interest in the study of the 


funetion heen a 
cell as evidenced by the appearance of 
societies, pournals, and books devoted to 
cytology (International Society for Cell 
1947 


fy 


LO50): 


Histochemical Sov ety, 
International 
1948 
and the innumerable new’ means of in 


national and 


journals, and eight books sinee 
vestigation culminating in a recent book 
marking the debut of a new specialty 
analytical cytology ( 


| think | can highlight the advances 
in pathology better by pointing out the 
methodol 
cite the 
knowl 
edge which have accrued from this new- 


tremendous Wnprovement im 


ogy rather than by trying to 


specific instances of new 
er technique. It wall be my purpose now, 
therefore, to enumerate the many new- 
added to 
the pathologist's armamentarium, 


er methods which have been 


The MIC POSCOpe has been developed st) 
each of the fundamental 
attributes of light, viz., the amplitude, 
the frequency, the wave length, the 
phase, and the plane of vibration. The 
forms of 


as to utilize 


microscopy which thereby 
evolve and serve in the analysis of a cell 
include visible light, phase, interference, 


and polarizing microscopy, 
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Since the advent of the electron micro 


scope with its shorter 
| 
better 


unit of magnification no 


“hight of wave 


length and, therefore, resolving 
power, the 
longer the micron but is now the milli 


The 


decades old, and only in the Past year OF 


micron technique Is scarcely Iwo 


so have studies of thin-sectioned tissue 
been possible he appheation of this 
mstrument wall imerease rapidly now, 


and asa result, the subject of biomor 


phology is im. th beimy re 


process of 


Written 


differential 


the study of the 


centritugation 
mother new method used in 
normal and the morbid 
isolat 
which carries the 
cell level. This method 
is based on the disparity in the size and 


cell, mmtracellular components are 
edd iT) separate lavers 


study beyond thi 


density thie 


various cell elements. 
making it possible to sediment them at 
different levels. They are found in the 
tube im successive layvers—-the nuclei at 


the bottom, then mitochondria. then mi 


CTOSOMNGES, ete 

the tructure, chemustrv. and 
possible role of the mitochondria are 
much better understood. They emerge 
as the probable power plant of the cell, 


the seat of aerobie re pPiration, and Coon 


tain enzymes not found in other evyto 
plasm fractions 
Wi therefore that from) newet 


methods and 


is known about 
formerly un 
known consic re arte ls 


cell elements whi h 


| 


In ophthalmic histology and pathology 
the electron micro Cop has searcely been 
at all, as tar as | know, with 
thin 
There are reports on the studies of the 


: 


and 


used not 


the newer, ectioned 


technique, 


vitreous (Appelmans and 
Matoltsy. (Gross, 


chardt and 


hu 


Knoch*?): on studies of the 


pigment of the retinal epithelium by 
francois. Kaba and Vandermeer 
ssche'*: on the cornea and = sclera by 
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rancots. Rabaey, and andermeer- 


ssche,'? and by Ruska and 


and on. the rods and COTES by 


strand.*- 


hase Contrast mite rOsScOpy Is the 


valuable single method at. th 


disposal 
oft the cytologist interested im the study 
of living material. It carries the investi 
pation to the viable cell level. In addition, 
time-lapse phase-contrast cinematoyra 
has been employed la) advantaue ith 


the study of dynamnu cytology 


In ophthalmology, the phase-contrast 


has been employed im the study of the 


Vitreous ( Dembridve. rawtord. and 
Pirie’; Grignolo!®; and Rossi’), in the 
study of the lens (Francois and Ra 
baev'<: and Gsarzimo'’). and in the study 


of the cornea (Francois and Rabaeyv!!). 


Vircrotluore SCOTIC’, Huorescence 


TOSCOpy employing autotluorescence 
wolet o1 


Use ful ad 


and thuorescence by ultra 


has become 


junet minvestigative work, and it is now 
bemg meorporated in our practical work 
Mlustrations of the latter are (1 


heation of 


identi 


cancer cell in extohative 


for cancer detection. and (2) 


identification of antigen-antibody rea 


tissue 


ln this lattes catevory, anexciting new 
that of Mi llors 


who have 


contribution 1s and his 


collaborators. demon trated 


antibody localization the rut of 


human kidnevs of patients with glo 


merulonephritis, thus establishing this 


disease as allerevic in nature. Rabbit anti 


boies against human vlobulin 


are tagged with a fluor and applied to hu 
Rabbit 
with the human antibodies 


man tissue antibodies combine 
if present; in 
other words, an application a] the pre 


cipitin reaction. 


This 1s an important development, As 


if plac es at out disposal aA Theans of 
titying allergic diseases. In ophthalmol 


] 
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this method should be a decisive 


ORY» 
factor in settling the relationship of 
sympathetic inflammation, granuloma- 
tous and nongranulomatous uveitis, and 


other diseases to allergy. 


The Huorescens of ocular tissues has 
been studied by I-vans and Singer,? who 
demonstrated intrinsic tluorescence of 
Descemet’s membrane, the lens, and the 
sclera. Fluors imparted fluorescence to 
the corneal epithelium, ciliary body, and 
oplic nerve, | 


(ytochemistry, an infant in the new 
family of analytical cytology, 1s prolific. 
Chemistry formerly analyzed the whole 
or parts of organs. Now, the interest 1s 
in the chemistry of the cell. By staining 
reaction, chemical groups are identified 
in cells. For instance, the triple stain of 
Himes et al’? shows desoxyribose nucleic 
(Feulgen blue, the 
polysaccharides ( periodic-acid Schiff re- 
action of Hotchkiss and McManus) as 
red, and basic groups of proteins as yel- 
low. Ixach color corresponds to one of 
the major chemical constituents of tissue. 
Each step in the stain is carried out like 
any chemical reaction in a test tube with 
careful control of the variables. Similar- 
ly, other stains, such as Gomeri’s for 
alkaline phosphotase, identify enzymes 
in the tissue. Metachromatic staining 
with toluidin blue has also proven use- 
ful; the orthochromatic color is blue and 
the metachromatic color is red, indicat- 
ing hyaluronic acid in the 
(Smelser*?), 


When the intracellular location of 
particular chemical groups, especially of 


acid reaction) as 


vitreous 


enzymes, has been determined, one has 
thereby learned much about the _ bio- 
chemical and physiological events which 
transpire at these loci. 

Visible ultraviolet and infrared micro- 
absorption spectrophotometry has laid 
some of the foundation stones in the 
edifice of analytical cytology. It af- 
fords the opportunity to determine the 
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composition of mucroscopically resolv- 
able objects in cells. Whereas histochem- 
istry has to do mostly with qualitative 
features whereby substances are local- 
ized in the cell, cytophotometry has to do 
with the quantitative features of such 
substances. 


In ophthalmology, Friedenwald'® was 
one of the first to report on the cyto- 
chemical method in the 1948 Jackson 
Memorial Lecture, entitled “A new ap- 
proach to some problems of retinovascu- 
lar disease.” The method has been em- 
ployed in ophthalmology for studies of 
various structures, notably by Akiya!; 
Barrnett? ; secker and Friedenwald‘ ; 
Jerardinis® ; Berardinis and Auricchio’ ; 
irancois and Rabaey!®:'! ; Koelle, Fried- 
enwald, Allen and Wolfand?’; Pearse*? ; 
Reis’; Sullman and Payot*’; Vincen- 
tus?’ ; Stocker and Holt* ; Lillie** ; Teng 
and Katzin*®; and Stocker.*» 


The development of tissue culture 
technique has been of inestimable value 
in the direct approach to living substance 
at the cellular level. As an indication of 
the activity in this field, I cite the fact 
that a bibliography on tissue culture coy 
ering the 1950) includes 
15.000 references which, when 
cross-indexed according to author and 


work up to 
basic 


Varticu 
larly in the past eight to ten years have 
there been great advances in methodol 
ogy and in variety of application 


subject, OCCUPY two volumes.” 


The tissue culture technique is em- 
ployed in an ever-increasing number of 
research fields, some of which follow: 

1. Differentiation studies. \n culture, 
human tumors frequently reveal their 
identity, thus aiding in their classifica 
tion and diagnosis. . 

2. Direct observations of the effect on 
the living cell of radiation, and of other 
carcinocides. 

3. kactors affecting transplantation, 
grafting, and preservation of tissues. \t 
is possible that the technique might be 
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of help in determining the viability of 
corneal tissue used for transplants 

+. Factors governing the relat nship 
between the liz mg cell and the virus. In 
vitro, observation can be made of intra 
cellular virus proliteration, of ettects of 
antibiotics. of immunological factor 5, aS 
we as of carcimocical and 
potentials of virus 

>». Dynamic cytology with th aid of 
the trme-lapse phase-contrast cinemi rog 
| 

Im histochemau ai and | Ui 


hemica ii 


Pissue culture laboratories are fun 
tioning now in the eve department of the 
University of lowa and of the Univer 
sity ot Caltformia. and at the Insti 
tute in New York City Keports in oph 
thalmic literature have been made by 
Hoote’: Maertort Vier] 
Pole] Lhygeson Weitzman 
lablonska \loutinho mith*4: 
Schwartz, Danes and Leinfelde and 


Sallmann 


So tar, | have tried to pomt out how 
pathy has evolve through thre have 
ot by ne a mere adiunet tor the clin han 
by and Corre lating hy 
ny to the stage of languyl hing im the 
Cul riculum routine he pital 
OT VICE and finally to the fave of mani 
lesting a veritable explosive advance in 
thi decade or so Thy 
is due to the teamwork between pathol 
and other ba ubpects, particular 
muistry. phy ICs. phy lology. 
and baecte riology hereas bast ind 
climeal subjects of medicine former 
went ther mad pend nt ways, the present 
era ts characterized by their liaison 


most logical and salutary di velopment 


OPHTHALMIC PATHOLOGY 
Now Wi like speak ot oph 
thalmie pathology in particular. In this 
country ophthalmology came of age af- 
ter pathology in Europe had enjoyed its 
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heyday . tte re, there was a dearth ot doc- 
tors, and all those who had mechical 
ation were busy ith active tice, 
lhe few who wished to learn some thing 
about ophthalmic pathology had to make 
the pilgrimage and there were 
very few who could wear the vreen tut 
ban. The only person in the teld of oph 
thalmi pathology in this country was 
\ rho tt. It a commentary on his re 
sourcetulness and versatility that he did 
not study in Europe but becarnn pre 


erminent in ophthalmn patholovy as are 


ult of his « Vii etiort ttter he 
was well known as an authority on this 
ubrect, he did visit | 
have encountered broad 
Tae dered ror an 
\merican to be wel th 
lherefore, Parson credited with 
ivin that \ hoe ed ton nel and 
he Continent and let ot blood 


ubjeet comprehended by only a few. It 

the Te ect on ich 
lidates for the American | lof Oph 


Vere ONAMI Pere 1 
that the ou isked had te based 
for the most part on the gre ippear 
ince Of the globe. Any tumor could vell 
have been « ted an oculobla rere 
cf} fineursh ot a pla trom 


in inflammatory or devenerative proce 


\Ithough by lated the deve loprne rit of 
ophthal cop tthhology this country, 
staarte cf. ecole leap and 
bounds \mong the reasons for this can 
be cited an improved economy. more 
physicians, and the ce clopment of full 
time men who promulgated an interest 
in basic sciences. Another cause has bee n 
thy dppearance of the Income tax, | his, 
| think, has had a salutary effect on med- 
icine generally in that, in putting a ceil- 
Ing on personal income, it has encour- 


aged practitioners to interest themselves 
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in the academic phases of their profes 
sion and to improve themselves as doc 
tors. Instead of stagnating scientifically 
after their medical school training, they 
became interested in attending meetings 
and postgraduate courses which sprang 
up all over the country. The establish. 
ment of the American Boards of Oph 
thalmology and of Otolaryngology has 
played an important role. Perhaps it is 
not known to many that the instruction 
courses of the Academy were started 
with the prime object of utilizing the 
pathologic material which was made 
available through the establishment of 
the Registry of Ophthalmic Pathology. 
of all these factors, 
in ophthalmic pathology reached a new 


In the wake interest 
height several years ago in the organiza 
tion of the Ophthalmic Pathology Club, 
This group of thirty-five members meets 
once a year for two full days. Each mem 
ber presents an interesting case and dis 
tributes sections to his fellow members. 
The 


prover ative 


discussions are stimulating and 
pathology laboratories 
have now been established at many in 
stitutions. Impetus has been given by 
the publication of the Atlas of Ophthal 
mic Pathology and by the establishment 
of fellowships at the Armed Forces In 
stitute of Pathology | salute Doetor 
Verhoetf, who has sired ophthalmic path 
ology in this country. He must feel very 


proud to see what a large, flourishing 
family of children he now has, all speak 
mg the “pathors” ! 


should like 


dom remarks about several aspects of 


now to make some ran 
ophthalmic pathology first, regarding 
its value m climieal work 


There 1s no medical specialty im which 
objective findings play such a dominant 
role as in ophthalmology. The structural 
changes wrought by disease are there tf 
we can detect them, and seldom ts a tabu- 
lation of symptoms more than corrobora 
tive evidence, Pathology resolves these 


REESE 
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changes into their microscopic appear- 
ance, 


For example, with the ophthalmoscope 
we see the hard, white deposits in the 
retina. The microscope tells us that these 
deposits consist of an eosin-staining ma- 
terial located in the external plexiform 
layer of the retina, that they are a result 
of edema, and that their star-shaped ar- 
rangement in the macula is due to the 
radiating fibers of Henle’s fiber layer. 
Pathology tells us that the characteristic 
shape of a malignant melanoma of the 
choroid is that of a mushroom. Some 
times appreciation of this fact helps us 
in our clinical diagnosis. The microscope 
tells us that the long ciliary nerve loops 
into the sclera near the ciliary body and, 
perhaps, to the external scleral surface. 
We Aare, therefore. alerted for this Oc 
currence clinically. 


In other words, a familiarity with 
pathology gives us an idea of what to 
look for im our clinical work, and cer 
tamly it 1s easier to see something vou 
are looking for than to look for some 
thing to see. Furthermore, interpretation 
and 


evaluation of clinical findings are 


made easier, 


Next, should like to mention several 
features which have to do with the rela 
tion of the clinician to the pathologist. 
Sometimes, clinicians are annoyed when 
pathologists CAPTEss differences of opin 


though pathologists have the opportunity 


tO View a tumor under the microscope, 


opmmions may differ for a number of 
PeASONS 

1. There ts anaplasia and undifferen 
tiation. Phe more closely the cytology of 
a tumor approaches the embryonic stem 
cell, the less it differentiates and mami 
fests its character, 

2. Tumors may differ in their struc 
ture. lo illustrate the wide variation in 
diagnoses that may occur on one spec 


men, | cite an instance in which three au 
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thorities called the same specimen from 
the orbit a hemangioma. 
tumor of the 


an epithelial 
gland, and a 
rhabdomyosare oma. If one considers the 


lacrimal 


variety of therapy imdicated by these 
three diagnoses, One gets some idea of 
the quandary in which clinicians some 


times find themselves 


3. Opinions must be 
poorly 


expressed 
hereas 


one's own laboratory one Call CXpee t, or 


prep se tions 


demand, good preparations, it is not al 
wavs possible to secure them when the 


specimen comes from the outside. An 


Mnportant reason is that such a request 
is trequently offensive. In one such in 
stance the diagnosis of an orbital spec 
authorities ranged from 


men by four 


hemanvcioma to chron vranulomia, 


lymphosarcoma, fo ometastatic carcino 
raha When the block of 


tained for further and adequate sections, 


tissue was ob 


all agreed instantly on. the diagnos of 


metastatic carcinoma 


that il look 
tantamount to 


Therefore, don’t assume 
under the microscope ts 
mfallibility. the diagnosis is equivocal, 
particularly when the question of malhg 
naney is concerned, further OP 
and base treatment and prognosis on the 
COTISCTISUS Needle ss to say, om the large 


marorntyv of mstances the dhavnosts Is 


detinite 


should also like 


close 


rake plea boy 
and 


Visit the lab 


contact tween thi 
the pathology laboratory 


heyy 


Oratory spare POW-WoWs 
about Specinnien Lhere may be a yreal 
deal of value that 1s not on the formal 
report lhe stucly of postoperative 


frequently results m= imteresting infor 


mation. (in second thought, though, it 


occurs to me that the statt of the hospital 


never seems to lose eves tollowime sur 
gery. They are invariably lost by “Dos 
tor lLlsewhere,” whom | have never met. 


but certainly it is not unfair to sav he 


must be ranked as the poorest surgeon 
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extant in ophthalmology. [-ven the eyes 
that “Doctor Elsewhere” has lost may be 
of interest 


(Ophthalmic pathology has been pur- 
sued by the busy clinician and has con 
cerned itself principally with the original 
Purpose ot general pathology, that of 
correlating climieal and pathologie find 
invs. Certamly, a great deal of good has 
accrued from this. Often, how: ver, the 
ophthalmic pathologist is deficient im his 
subjects and 


methods lf 
pathology as 


knowledge of other bast 


AY ks 


we consider 


framing m research 
ophthalmu 

comprising only the routine mi roscopiec 
study of random hematoxyvlin-and-eosin 
stained then has 


SECTIONS. perhaps 


come to trust about its full fruition 


\lost aft the Wer thers ot analysis 


bye Vie wed As All of Te 
search, and time will prove which of 
these are to be embraced labora 


tories \lready, 
hould avatlable 


inorder to study adequately and amply 


patholo ne lee 


though of them 


thr material Which 
thy 


electron 


pisses 
through the laboratory category 


cytochemcal 


this. 


Huorescenes 


methods, tissue culture. and. for 


phase-contrast micro 


the ophthalnir pathology has 


lent itself to pursuit by the busy clint 
could be 
tuched 


a preat deal 


prepared 


Clan ection. 


technician and 


Vel 


ot material has been inadequately 


When convenient 


lized because the pathologist is not pres 
entin the laboratory to receive the Spe 
nen and decide how it can best be stud 
fixed, 


SECTIONING, 


rea fresh of of tixative 


manner of and kind of fisstte 


stains to be employed. With the con 


stant) appearance of newer methods 
which require a knowleda of allied basi 
subrect it well as more time nm the 


laborators am atraid ophthalmu path 


ology, as generally practiced now, can- 


| 
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not keep abreast of developments. This cer, B.. and Friedenwald. |. S.: His- 
is already evidenced from the fact that chemical localization of glucuronidase 
ul ssues and salivary gland, Am. 


the newer methods have hardly been 4 ; 
4.3:673, 1950 


utilized ophthalmic pathology. Fur | 
thermore, the few references to new 
methodology found in the ophthalmic lit 
erature almost all cite work done in 
countries outside of the United States. 
The trend seems to be now toward 
ophthalmu pathologists 
think thi hold be encouraged, and no 
doubt it will be the rule, at least in the 
larger ophthalmic centers. The ophthal 
pathology t who shares his time with 
clinical work is still just as essential, 
and is actually indispensable not only 
for correlation of the clinical and the 
pathological findings, and for teaching, 
but as the liaison between th pure clin 
min and the pure pathologist 
minke attempted to trace the develop 
ment of general and ophthalmu pathol 
ogy and to pomt out their value in clin 
wal work. | have tried to stress the tre 
mendous strides forward, If you wish 
any more evidence of Proyress, | can 
cite a recent report which purports to 
show that a human femal eye «& be 
distinguished under the microscope 
from a human male eye by the arrange 
ment of the chromatin in th nucle: of baey, M 
the cells. We have always enjoved look meerss ultrastru 


Ing mto the ladies’ eyes with the idea 
des grains pigmentair 
retinien, Ophthalmologi: 


that the enjoyment was by implication. 
Now, science intrudes and reduces it to 354. 1953 


cold) anatomy leorbid that you otolaryn Lultrastructure de 
laires au microscope electre 
Etude 
thalmeol] 


ing something better than alcohol for a Friedenwald. } 


yologists get so smart that you further 
detract from pleasure by discover 


onas § \ new appt 
head cold! to some problems of retinovasculay 
Ophel 32 :487-498, 1949 
Kiki RENE le tibre della zonula 
Akiva, H Histochemical study of oxy lato a treseo con il microscopi: 
dase and succini dehydrogenase in the asto di tase, Rassegna ital 
retina, Acta Soc (Ophth lapanese, 764 


779. 1952 ynolo, A Fibrous components of the 
\ppelmans, M., and Blockeel, J.: Examen itreous body \ M.A Arch. Ophth., 
du vitre au microscope électronique, Bull 47 760-774, 1952 
Soc bhelge dopht , 99 437-443, 195] Himes, M.: Mo 
Barrnett, Ix | The histochemical dis \ \\ \ ti ple test 


re, 


tribution of protein-bound sulphydryl acid, polysacchas 
groups, |. Nat. Cancer Inst., 13 905, 1953 Anat. Rec, 122 467-468. 


ig 
xi 
ae 
rit 
4 
a 
‘ 
ry 
j 
) 
xy 
3 
| 
1] 
, 
{ 
‘it 
pe eC} 
j 
‘ 
phit 
nie 
) 
| pit] 
) 12 he 
j 
itl 
le j 
tren 
ic 
S- 
“ 
Or 
195 and 
i 
if 
ris 
4 
7 


‘ 
rt \DDRESS OF THE PRESIDEN 607 
1947 | Ophth., 38°35, 1954 
es Reinkulturen vor ope, Brit. Oy 343 
esearch, Tr. Am. Ophth. uiges, Ztschr. f. Mikr.. 60-181. 195] 
OS-171, 1934 
Opht 35 - 1580-1584 1) 
) 
|? 
477-495. 1952 6, 1950 
| | | | 
1% 
7 
| 


Korn Vien. klin. V | 
; | 


3] Perso tion the 
\ Hlistochemist: Lon Nonpigmente epithelial cell 
etl det xplantation 195] 
peciell der Gewebekultur vitro und 49 Thygeson, | tro of hu 
e Be Sehorgan, Zentralbl | eal epitheliu 
Opht 19 49; \ CHAU 19499 
die eu | e det 0. Vinee M. de: Ulterior ntribute 
(seowebezu re Bez I Patase me 
1-33, 1937-34 195] 
{ re le eet humain rit the| ind Karzinom 


n vitro, Arch. ges. Virus forsch., 1:442 es ery enen Menschen in vitro. At 
1940 exper. Zellfor 347.3 1938-39 


Address of the Guest of Honor 


7 


THE ROLE OF THE ACADEMY IN THE 
CHANGING PATTERN OF MEDICAL PRACTICE 


ALAN C, Woops, M.D. 


RALTIMORE, MARYLAND 


me to be here today as the Guest of 
Hlonor of the Academy. 


organization whose ANTS, Purposes, and 


is a moment of high pride for 
an educational 


accomplishments | have always deeply 
admired and held in the highest esteem. 
a feel- 
yratifica 


Together with this pride there is 
ing of pleasure and personal 
that | have been selected 


President, a 


tion for this 


honor your man who 
to me personifies all the best in medi 
cme —- high professional ability, a pro 
found selfless 
tion, high accomplishment m= research, 


for 


and interest im eduea 


human understanding, a real love 
his fellow man, and above all, the high 
est type of intellectual honesty. | con 
gratulate the Academy on its President. 
Aqn proud to have been selec ted by him 


And. since | 


now officially retired from all my pro 


for this high honor have 


fessoriml and administrative duties, | am 
grateful to him for this opportunity to 
maugurate so happily the Indian Sum 
mer of my professional life! 


The title | have selected for this short 
address may awaken some curiosity in 
your minds, Possibly its genesis may in 
terest you. Last winter | had the oppor 
tunity of addressing a medical society in 


there was an informal gathering in the 


a neighboring city the meeting 


home of one of its distinguished mem 


bers, The conversation wandered over 


the 
ind Otolaryn 


Sixtieth Ann 
ot (ophth ilmolowy 


the ial 
Academy 


Presented at ssion ot 


Ame ric Ati 
thet 


such subjects as the recent developments 
in research, modern medical education, 
and admuinistrative problems (Our 
of those 


whose beauty was exceeded only by her 


hostess was one rare ladies 
intelligence, kor some time she listened 
silently to this parade of generalities and 
platitudes. Finally she could stand it no 
longer and pointedly asked why a group 
of men who had at their command almost 
unlimited clinical and laboratory facih 
ties. a group to whom had been delegat 
ed 
look at the problems of modern medicine 


W ould 


it not be well, she suggested, if for a mo 


wide administrative powers, should 


almost as from an ivory tower, 
these probe Were revarded 
from the vi W port of the duty of or 
ganized medicine to the honest, run-of 
the-mine practitioner who did not enjoy 
unlimited laboratory and clinical faeih 
ties, Who could not command large COn 
sultation and operative fees, but who had 
a job to do and a family to support? It 
was trom the pomted remarks of this 
lady that 


tram disconnected 


nameless there 
the 


sometimes 


VTACIOUS 
of 
irrelevant 


and 
thoughts which 
form the burden of this mormimy s ad 


ATOSC 


dress 


ln my title | have used the words “‘the 
changing pattern of medical practice.’ 
| graduated in medicine in 1914. 
tired from a professorship in 1955, 
the forty one years between these two 


dates yreat changes have taken place in} 


the practice of medicine. These changes 
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are due on the one hand to scientifie de 
other. the 


mmpact of new methods of education and 


velopments and (oT) the to 
ial and force the prac 


tice Of our profession 


The change Ss W rought by screntifie de 
velopments are almost unbelievable. The 
day has gone by when the physician could 
depend upon his clinical judgment and 
intuition alone for the proper diagnosis 
of the ot 
his patient complamed The ce velopment 


and treatment clisease which 
of exact diagnostic procedures, of anti 
ana ‘ hie mothe Papy, of Tat 
has completely 


tionized our two specialties. The Acad 


tive techniques, revolu 
emy has kept pace with these chan 
has superbly and. successfully 
justed itself to them. It 
preal 
tion in both ophthalmology and otolaryvn 
gology 
vance in each specialty, has assembled a 


ad 


by COME A 


and 
has 
ational 


postgraduate mstitu 


lt has kept attuned to eve ry ad 


distinguished faculty teachers, has 


arranged for its members courses which 
afford both elementary and advanced in 
te Its seq 
entific programs have been without peel 
And most remarkable of all. it has k rt 


Struction all who desire such 


which have litth 
In common except that the locus of each 
the cle and below the 
Phe officials oft the 
effecting 
the 


grams, have me 


iS above haw 


\cademy, while 


Atl almost complet separation 


( 


ational 


of screntifie and pre 
united our two 
widely diverse specialties under a com 
mon administration, and from them have 
of the 
\mert 
in postgraduate education it 
be said that the \cademy has 


nobly fulfilled its duty towards its 


harmoniou society. ome 
Strongest and most influential in 


hus 


can truly 


cal 


bers 


In addition to the chanves in the pat 


tern of medical practice wrought by the 
last 


decades. equally chanyves Ate fe 


screntitn cle velopments of the few 
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sulting from or are threatened by social 
and educational chanyes, and by econom 
tc and political forces. That we are liv 
ing ima world of great social change is 
obvious to all of lls This SOM ral change 
has revolutionized the practice of med) 
cine in Great Britain, and now threatens 
Here 


malized 


an equal revolution in Australia 
the ot 


for the receding, 


\meriea. spectel 
medicme qs. 
but nevertheless, the yreat growth of vol 
untary medical and hospital insurance, 


with it a 


as aomay from the St) 


cial real 


View port, carries 
threat to our residency training system 


The public ward population is decreas 


ing; the semuiprivate patients, each with 
his own privat physician, are inereas 
ing in number. The chiefs-of-service of 


veneral surgery and of the surgical spe 
cialties, in both the general and special 
hospitals of America 


ult 


each Veal find 


to obtain 


sufficient 


rative rial the adequate 
training of their resident staffs. If the 
present trend continues, with ever in 
Creasmg semiprivate services and a de 


the 
lraining 


creasing publi ward 


population, 
probe ot 
thy 


providing 
Ol tomorrow 
Various of 


ha been uyyest 


ophthalmologist 


become acute 


thy 


ec. practs all then) will re 
quire some reorganization or readjust 
ment im the pattern of medical practice 


When this 


loves 


prollery actite, 


it will in the not-too-far 
future, educators 
will thie 

support and influence of the 
the 
practice and 
Phe Academy 
an educational cannot escape 
this duty 


distant ana hospital 


executive moral 
\cademy to 


“AT adyu nits 


need great 


he pital Orvanization. 


(of n the 


program tor ophthalmologists 


and otolarynevologists the problem of 


obtaining good material to train. It js 


# 
q 
| 
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axiomatic that no carpenter can build a 
good house of poo! timber. lt is no 
secret that few of the better graduates 
of the medical schools are entering our 
specialties. A large percentage of the 
men applying for specialty training are 
men who perforce have had a previous 
year of training on other services, where 
they were not selected for promotion or 
reappointment. Many first-class men. 
who originally purposed to enter oph 
thalmology, are enticed away by offers 
of on 
these same services. This dearth of good 
applicants for 


reappointment and promotion 


specialty traming stems 
lhe first of 
these is the requirement of a year's “ap 


largely from two factors. 
proved” internship, which was specified 
by the American Board of ¢ phthalmol 
O“Y 4S a prerequisite for examination. 
The second is the present policy of the 
Armed in the of 


then medical personne! 


Forces procurement 


ot 
ternship before entering specialty train 


The valu a years preliminary in 
ing has long been a matter of dispute. It 
iS unneces ary to go into the pros and 
in 
to say that this prerequisite was always 
sympathetically interpreted by the Amer 
can Board, and under certain conditions 
first-clas 
student to begin the study of ophthalmol 


cons of the argument her: ufficient 


it was possible for a medical 
ogy unmediately upon graduation, How 

ever, the Council on Medical education 
and Hospitals of the Am rican Medical 
Association stepped mto the picture in 
the spring of 1953 and, without consult 

ing ophthalmologists, Otolaryngologists, 
or the Spec ralty Boards, withdrew “ap 

proval” of all internships except the ro 

tating ones and Straight services in sur- 
gery, medicine and pediatrics. Prior to 
this action many internships in the spe- 
clalties, including some in ophthalmology 
and otolaryngology, had been included 
in the blanket approval given many gen 

eral teaching hospitals. These formerly 
approved specialty internships were now 
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listed as Since 
a number of the state licensing boards 
that the an 
approved” internship before he can be 
licensed, the effect of this arbitrary rul 

ing of the Council on Medical Edu ation 
and Hospitals was instantaneous All ap 

plications 


assistant residen ies, 


require candidate 


from medical students for 


ophthalmology scTVices were withdrawn, 


and there have been none 


from medical 
students since. The Council on Medical 
education Hospitals took similar 


action mn revard othe SCTVICEeS 


and 


(ob 
Stetrics, gynecolovy. 


As the 


pathology, ete. ). 


llowever. result of 


VIVOTOoUS pro 


tests, it reve rseqd 1] elf and has now wiry 


CT) approval” to several of the se sery 


ices. It has not as yet given such ap 


proval to any ophthalmological 
The sult 


prospective ophthalmologists 


laryngological 
that all 


must take a 


CTVICeS. 1S 


preliminary year ‘ap 
proved” internship, or rmsk failure to he 
hceensed. 


The poli \ of the \rmed Forces in 
ordering medical olficers to active duty 
immediately on the completion of one 


vear s internship, or very shortly there 


afte r, has had an adverse effect on appli 


will apply for such training when it is 


cants for spec lalty training men 
almost certain that it will be Interrupted 
within a few months, and few chiefs-of- 
service are willing to risk the disruption 
of their services by appointing men so 
vulnerable. A more enlightened policy 
by the Armed Forces, whereby military 
service would be deferred for men tak- 
ing specialty training, not only would 
help to solve the problems of stathing 
the special Services but would also CTll- 
sure the Armed Forces ofa steady How 
of specialists which they will soon sad- 
ly need. There are already indications 
that some such policy is being adopted to 
4 limited extent. Let us hope that it 
will further expand 


As a result of these various factors, 
the applicants for training in ophthal- 
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mology and otolaryngology are now lim 


ited largely to physically disabled men. 


to women, to cast-otts from other sery 
ices, and to returned veterans. Unfor 
tunately, there 1s usually little in the 


military medical 


experience of a young 
officer to awaken any abiding interest in 
either ophthalmology or otolaryngology ! 
The do little 
about the poli y of the \rmed Forces 
relative to medical personne], but it can 
join in vigorous protest to the Council 


on Medical education and Hospitals oon 


\cademy obviously can 


the question of its arbitrary ruling on 
specialty internships 


Thus we have changes in the pattern 
of mecical practice brought about by 
scientific developments, and changes in 
our educational and training programs 
due to the pressure of social change and 
bureaucratic rulings. There are still oth- 
er changes which are the result of per 
sonal, economic, and ethical problems 
which confront many of our young oph 
thalmologists. 


Chief of the personal problems which 
confront many of our medical students 
and our resident staffs, and which sec 
ondarily affect the pattern of medical 
practice, are the economic stresses inci- 
dent to early marriage. When I grad- 
uated in medicine in 1914 only a scarce 
half dozen of my classmates were mar- 
ried, When I later took my medical in- 
ternship in a large general hospital, if | 
remember correctly, there was only one 
married man on the resident staff. The 
balance of us wallowed happily and eco- 
in sinful celibacy! Today, 
while I have no exact figures on the num- 


nomically 


ber of married medical students and res- 
idents, | am under the distinct impres- 
sion that the great majority are married, 
| have no adverse criticism of this matri- 
monial holocaust, but I insist that it in- 
troduces factor that in 
fluences the professional lives of these 
men and so indirectly influences the later 


an economic 
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practice of medicine. As | have watched 
them Vel the vears, tf has alwavs been 


amvstery to me how some ot them eXist, 
but exist they do, and in addition, they 
breed the most astonishing number of 
hese babu s all dppedl be well 
nourished, happy and contented They 
vrow mto reasonably well hehaved and 
intelligent Put 


young physicians finish thet 


children, when these 
Spee lalty 
traimmyg and are at long last certified by 
their respective Boards, the majority of 
them are face-to face with an economic 
problem which limits their freedom of 
choice in mapping out their future pro- 


fessional lives. 


A large number of these men are in 
debt for money borrowed for the pur 
pose of completing their medical educa 
tions and obtaining their specialty train 
ing. Their 
reach hool Ape, their family obligations 


children are beginning to 
are steadily increasing, and they are un 
der the immediate necessity of making 


money. Much as they might preter an 


academi life or wish lo devote them 
selves to investigation and research, it i 
only rarely that they can indulye these de 
sires. The young married physician with 
a family and without private means finds 
if almost impossible to live (itl tie sal 
aries Offered by fellowships and uni 
Ophthalmology is a lucrative 


specialty, and believe that otolaryngol 


versities. 


opy is equally SO) In ophthalmology there 
are abundant clinical jobs 
the newly accredited Spe alist 
ber truth is that 


avatlable for 
lhe so 
an insufficient number 
of ophthalmologists 1s being trained and 
certified to satisfy the demand for clint- 
cal assistants and to staff the ever yrow 
ing number of group clinics. There is 
therefore usually only one course open 
to our young married ophthalmological 
neophyte——-he must turn his back on the 
academic and research phases of his pro 
fession and enter clinical practice. This 
may solve his 


economn problem, but 


usually at the expense of removing him 


x 
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from contact with teaching hospitals and 
medical schools. Thus beginning his life 
as a practitioner, he is confronted with 
the questions of his future postgraduate 
tramimy and his ethical behavior as an 
ophthalmologist. His future training in 
ophthalmology must be furnished by 
by home study, and 
occasionally by refresher courses. His 


medical societies. 


ethical problems must be settled by pub 
he opimon, by the standards set by the 
various medical 
and by his own lence 


local and national 


st) 


What is the role of the national med 
ical socreties in education and the setting 
of ethical standards?’ On these points 
speak only as an ophthalmologist, and 
voice only my personal opinion of the 
relative roles and functions of the four 
national ophthalmological societies. 

Let 
tion 
This 


with 


first 


Kesearch 


the Associa 
in Cphthalmology. 
society 1930, 
the providing a 
forum for the presentation of the re 
sults of 


me mention 
fon 
was formed in 
sound idea of 
investigation and research, 
which had little clinical signi- 
heance and was of little interest to the 
pracihemg chimein, Its membership ts 


niade up chiefly of s« lenitists, 


much of 


of 
whom have little mterest in the prob 


lems of the practitioner. Obviously this 
Association would have litthe more than 
a remote 


clinical 
education and the ethies of practice, 


academic mterest in 


The American Ophthalmological So 
ciety is the oldest of all the special med 
eal societies in this country. It has a 
small and select membership. It makes 
Hn) pretense of bemy an educational or 
ganization, It conducts excellent scien 
tific Sessions at its mectings, and has al 
ways put an accent on the social side. It 
has high and clearly stated ethical stand- 
ards. Dy reason of its age, its prestige, 
and its distinguished membership, its po- 
sition on any ethical question must carry 
considerable weight. However, on ac- 
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count of its small membership, which 1s 
largely restricted to the eastern states, it 
cannot speak authoritatively for Amert- 
can Ophthalmology as a whole 


The American \cademy of (Iphthal 
mology and ¢ Nolarvngology is the lary 
est and most representative of the four 
national ophthalmological societies. Its 
chief function has always been that of 
an educational vrad 
ually developed into the finest postgrad 


uate institution of 


imstitution. It has 


its kind in Ameriea. 


ln recent ye through its 


ATS, ‘Teachers’ 
tion. has Concer itself with both 
graduate and undergraduate instruction. 
lt has certam ethical standards 


stated im its Constitution and 


clearly 
It has a Judicial Council which would 
certainly not countenance any medical 
obscenity or misbehavior on the part of 
its members. However, it is not a police 
itself 
with spelling out a day-by-day code of 
conduet 


body, and has never concerned 


for its members 


Membership 
is, to all intents and purposes, open to 
any certified ophthalmologist or otolar 


yngologist. 


The last of the national societies is the 
Section on Ophthalmology of the Amer 
Wall \Mechteal Association The \merican 
Medical Association is a huge organiza 
tion, embracing all doctors who have 
passed their State Board examinations 
and have jomed their local medical so 
cieties. Its various sections cover prac- 
tically every phase of medical practice, 
lts House of Delegates 1s composed of 
all the component 
State and County medical societies. It 


mamtams extensive central oftice Ss. and 


represe ntatives of 


has various committees and councils, all 
of which have attained great intluence 
in medical education and hospital con- 
trol. In the the 
A.M.A,. the controversial questions of 
medical 


various sections of 


ethics are from 
are 


made to the House of Delegates, where 


debated, and 


these sections recommendations 
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the “Principles of Medical Ethies of the 
American Medical Association” is finally 
formulated. In short, the A.M.A. acts as 
spokesman for American Medicine as a 
Whole and dictates principles of ethics 
by hy phy SICMANS are supposed to live 


The A.M.A 


tution, although the various se Lions con 


Is not an educational insti 


duct their scientiti programs 


The newly certified ophthalmologist 
entering mto practices to the 
Academy for the bulk of his future for 
malized training. He look to the 
Medical and to 


the other national ophthalmological st) 


cieties for the ethical standards by which 


must look 
must 


\merican \ssociation 


he should pattern his professional life 


(One cannot but svinpathize with the 
neophyte ophthalmologist when he reads 
ind peruses the different 
ciples of Medteal Ethies’ 
LALA 


amazed to find’ that the 


the various reports of the com 


adopted by the 
Irom year to year 
Hless 
Of several vears ago brands as 
the full-time 


may be 
Report” 
unethical 
teachers ot his medical 


who W private and 


for ther protessional 


patients 
rmutted the fees 
services to be utilized for the “Upport of 
pubhe wards and the promotion of med 
will be both 


When he 


ical research. Ele 


and confused 


low the rapidly changing ethieal stand 
ards promulgated by the A.M.A. on the 
question of dispensing spectacles 

Here is a highly controversial ques 


tion, and one with which the youny oph 


air 


lice of an ophthalmologist’s dispensing 


thalmologtst Is Tace-to face 


spectar les, or In any way profiting trom 


the sale thereof, is revarded by Many 
ophthalmologists as highly unethical. as 
a procedure which degrades our protes 
sion and reduces it to the level of Optom 
etry, or even to that of a peddles (On the 
other hand, it is defended stoutly by 
some ophthalmologists as sound business 


and working to the best advantage of 
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Without 


going turther into the pros and cons of 


both the patient and the doctor 


this discussion, what are the actions of 


the A. M.A, 


Lhe 1953 brine sot Medteal lethies 


states: “An ethical physician shall not 
receive: remuneration trom patients on 
(or tor) the sale of surgical instruments, 
appliances and medicines Phe 


Vrinciples toned this down slightly and 


reads as tollows “The ethical pry Sle 


in) thre ot ithe’, 
its the sources of his 


from prot 


Lie 


received 


ssional activities to services 


rendered the patient lt is unethical 


ership i drugstore 


imtice 
unless cache 


quate drugstore facilitn 


ire otherwise una air 


| pole phy whe dis 


pense drugs or appliances Phe pra 


tice is unethical if secreey and coercion 
are employed or if tinancial interest is 


placed abo thi quality medical 


ciple what ambioeuous ana 


la) what different 


cil of the 


irate rpre bia 
member ot the 


that al 


Coun 
therefore recur sted 
own Se 
\cademy anid 


\merican Ophthalmological 


fron. trom thie the 


be 


ippomted to review the matter and by ny 


In recommendations regarding ethical 
standards Concern to ophthal 
mologists I his was duly done, and the 
following recommendations were pre 
sented to the House of Dy legates “Oph 


thalmologists cannot ethically provide 


vlasse tor the tits ss the seTy 
meow unavatlabl without hard hip or 
inconvenience to the patient. It is un 


ethical for ophthalmologists profit 


from the sale of olasse (phthalmolo 


fists cannot derive from Mier 


still be 
professional level, ¢ phthalmologists may 


chandise and 


( onsidered on a 


‘ = 
| 
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not receive rebates from optical houses.” 
These were received 
and adopted by the House of Delegates 
in December of 1954 and forthwith be- 


came a part of their “Principles of 


recommendations 


ethics.” Thus all ambiguity was cleared, 
and the position of American Ophthal- 
mology for the 


stated. 


moment was clearly 


Almost immediately protests against 
these new “lrinciples” flowed in. The 
officials of the A.M.A. then turned to 
their own Section and requested the ap- 
pointment of a new committee to review 
this question again. The Academy and 
the American Ophthalmological Society 
were not represented in this new effort. 
This Committee met and brought in rec- 
ommendations to the net effect that the 
high ethical standards adopted in the 
previous December be heaved overboard 
bag-and-hbayggage, and that there be sub- 
stituted a new section which declared it 
quite ethical for an ophthalmologist to 
dispense spectacles as long as the pa 
tient has a choice in the matter, only a 
reasonable fee is charged, and the oph 
thalmologist believes such sale of spec 
tacles by him to be in the best interests 
of the patient. This resolution was re 
ferred to a “Reference Committee” of 
the House of Delegates, which had ap 
parently received in all some ten resolu- 
tions from the various Sections dealing 


with the dispensing of drugs and ap- 
pliances by physicians. This Committee 
boiled all these down into a simple reso 
lution, the effect of which was that the 
old standards relative to the matter be 
repealed in toto, and in their place there 


be substituted a clause reading as fol- 
lows: “It is mot unethical for a physi- 
cian to supply drugs, remedies or ap 
pliances as long as there is no exploita- 
tion of the patient.”” The House of Dele- 
gates promptly accepted and passed this 
resolution, which now became part-and 
parcel of their “Principles of Medical 
Ethics.” Just who is to be the judge of 
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the possible exploitation of the patient 
is not clear. Dr. Rodman Irvine, a mem- 
ber of the Ophthalmology Section Com- 
mittee, and one who opposed their rec- 
retention 
of the old standards, endeavored to clar- 
ify this point. To this end he offered an 
amendment to the effect that when a pa- 
tient was furnished glasses by an oph- 
thalmologist, the bill rendered the pa- 
tient should clearly state what was the 
charge for, professional -services, what 
was the wholesale cost of said glasses to 


ommendations and favored a 


the ophthalmologist, and what part rep- 
resented charges for overhead, fitting, 
etc, Thus the patient could judge for 
himself whether or not he was being 
exploited, and inform his 
friends. This novel idea of informing the 
patient for what purposes he was spend- 
ing his money was not popular with the 
gentlemen who sponsored the new stand- 
ards. 


could so 


Somewhere along the line this 
amendment died a-borning, it being un- 
certain in just what locus. Small wonder 
that Time, in reporting the June session 
of the A.M.A.,, began with the state- 
ment: “Hauled down the flag of strict 
ethical principle by which the A.M.A, 
had long sought to keep doctors (with 
rare regulated from 


and exceptions ) 


owning drugstores, or peddling pulls, 
adopted 
mm its place, by vote of the A.M.A.’s 
Hlouse of Delegates, a much more ftlex- 


ible rule, 


What 1s the for this sudden 
reversal question of ethics ethics 


trusses, crutches or spectac les: 


reason 


is that branch of moral philosophy which 
concerns human behavior, and is predi- 
cated on the notion that certain kinds of 
conduct are better than others and are 
preferable to them. Some ethical stand- 
ards are based on spiritual and legal 
foundations and are almost universally 
accepted without question. (Others are 
based on the utilitarian concept that a 
course of action should be low Iked at from 
the viewpoint of the community and its 
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interests, rather than from that of the 
interest of the individual. Thus if the 
interests of the community change, there 
may be a concomitant change in the gov 
erning ethical standards. l'inally, there is 
the doctrine formulated by W. A. But 
ler that 
preme authority as to what is right and 
wrong. In a 
entitled “A 
(;reat Adventure of Living.” Dr 


a man’s conscience is the su- 


recent thoughtful article 
Code of Ethies for the 
Van- 
nevar Bush has pointed out the imade 
quacy of any code of ethics based solely 
on the concept of a mechanistic universe, 
and has emphasized that man’s motiva- 
tions emerge from his entire experience, 
and that the seat of ethies is not in our 
Thus ethical 
standards are sharply different from the 


minds but in our hearts 
materialistic ones which countenance any 


course of conduet which StaAVS within 


legal limits. 


l'nder this generally accepted con 
cept of ethics and the genesis of ethical 
standards, can an explanation be found 
for the sudden metamorphosis in medi 
lLlouse of Dele 


Certainly 


cal ethics decreed by the 
yates of the A.M.A 

has been no sudden change in the spir 
itual and legal basis 


there 


of medical ethies: it 
is inconceivable that there has been any 


dramatic alteration in man’s sense of 


right and wrong, or any sudden change 
in our social structure which would way 
rant so abrupt a change in ethical stand 
ards may theretore well ask the 
question if this reversal by the A.M.A,’s 
louse of 
medical 


rie 


legates on the subrect ot 


ethics resulted from the 


CON 
a mistake and the 
judicial correction thereof, or was it the 


sidered realization of 


result of pressure by organized groups, 
and evidence of the willingness of polity 
sails 
to catch what they believed to be the pre- 


cally minded doctors to trim their 


vatling wind’ Those who seek an answe 


to this question, x planation 
of why conduct which was unethical in 


December becon thie 


follow 
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ing June, will do well to consult. the 
sulletins of organizations known as the 
~Alhed Refracting and Dispensing Eye 
Surgeons of America’ and “The Prae- 
Alhed 


also the full text of the recommendations 


tieing and ()phthalmologists” 


made by the Section on Ophthalmology 
to the House of Delegates, as given in 
the Journal of the A.M.A. of July 16; 
and the minutes of the proceedings of 
the House of Delegates as given in the 
June 25 issue of the same Journal. Per- 
haps, after such perusal, the reader may 
reach the sad conclusion that if Doctor 
Bush is correct and the 
in the heart, with many 
the American Medical 


heart 1s perilously close to the jan ket- 


seat oft ethics is 
tnembers of 


\ssoctiation the 


\\ hat should be the role of the \cad- 
these 


proble 


ery 
ethical 


and 
contront the 


personal, economn 
which 
young ophthalmologist OObviously it 
do nothing about hits ten 


\ead 


emy 1s neither a tinancial nor an eleemosy 


dencies. | qually clearly, since the 
nary wistitution, there 
it should be 
dithtcultte 
\ 


Veil 


ne reason why 
concerned in the economis 
ot the Voollny married phiy 
that it 


clan there anv need 


should, for there are abundant 


erative 


opening available in eclimieal 


\s concerns the questions of the train 


ing of ophthalmologists and otol iryngol- 


ovist medical eth the sit 
appears (Quite different llere | 
ve the \cademy IS with 


problems which it must decide one Way 


or another. Various 


courses of action 
are open, It may accept the ruling of the 
Council on Medical Education and Ho 

pitals on internships the 
and it may acquiesce in the new 
ciples of Medical 
the A.M.A,. It 


neutral course 


Sper lalties, 
Prin 
promulgated by 
decide 


may follow 


elf 
In the question of graduate training. con 
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fine itself to postgraduate education, con- 
tinue to give lip service to the various 
ethical points already stated in its Con- 
stitution and By-Laws, and decline to 
enter further into any discussion on ethi- 
cal questions, On the other hand, it may 
take positive action, joming in the protest 
against A.M.A. Councils interfering in 
specialized training programs with which 
they are unacquainted, and it may for- 
mulate and speak clearly its own Prin- 
ciples of I-tthies for its members. 


| trust the Academy will follow net- 
ther of the first two alternatives. Sorry 
' | am convinced that 
for ophthalmology the American Medi 
cal Association has shown a lamentable 
lack of leadership and has worked to the 


as | am to Say so, 


detriment of our spec ialty rather than to 
its advancement. Through its Council on 
Medical Ieducation and Hospitals, it has 
done much to shut off the flow of the 
best material to the ophthalmological, 
and | fear to the otolaryngological, serv- 
wes. Through the vacillating policy of 
its House of Delegates, it has given to 
ophthalmologists principles of ethics 
which change with the rapidity with 
which a chameleon changes its colors, 
and which promote dispute and discord 
within our When | consider 
the sensitivity of its officials and its 


societies. 
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House of Delegates to pressure from 
organized groups, | must regretfully say 
that | see little hope for effective leader- 
ship from the A.M.A., and that for such 
we must look to the Academy. Other 
national and local medical societies may 
speak their minds on these questions, 
and | sincerely trust they will do so. But 
they are all so small that they can have 
little more than a moral influence. The 
Academy is the only organization with 
sufficient size, membership, proper geo- 
graphical distribution, influence and 
prestige to provide the necessary lead- 
ership. 


| therefore hope that the Academy 
will take definite action; and, first, will 
enter strong protest against interference 
by the A.M.A.’'s.Council on Medical Ed- 
ucation and Hospitals with the training 
of specialists. Second, hope that the 
Academy will take a positive stand in 
this disputed question of medical ethics. 
The Academy . free from the pressure of 


subsidiary organized groups, is the only 
organization that can speak clearly and 
authoritatively for American Ophthal- 
mology. It should do so. You, gventle- 
men, are the Academy. Yours is the de- 
cision 


to acquiesce, to vacillate. or to 
speak clearly your own convictions. 
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THE FACTS ABOUT HEARING AID FITTING 


A Panel Discussion 


Jerome A, Hitcer, M.D. 


ST, 


PAUL, MINNESOTA 


ARAM GLORIG, JR., M.D. 


ANGELES, CALIFORNIA 


WERNER MUELLER, M.D. 
BOSTON, MASSACHUSETTS 


Doctor Hitcer: You and I are for 
tunate in having at our disposal this af- 
ternoon the services of two prominent 
authorities in a special field of otology 
that 1s exceedingly important and com 
monplace in the private prac tice of each 
of us. These men have placed their serv 
ices at our disposal to work out a sim- 


ple, compact and concise formula for 
helping our hearing-handicapped pa 
tients who cannot have their hearing 


improved by surgical, medical or pros 
thetic means. For these patients we are 
most anxious to do an adequate job and 
to keep in the proy ince of the profession 
and under the 
prescribing of aids, that otherwise tends 
to drift to more or less partial and com 


impartial supervision 


mercial ( ir les, 


We have a rather cosmopolitan pair of 
authorities, 
Angeles, California, and Washington, 
my right, and Dr. Werner 
Mueller from Jamaica Plain and Boston, 
Massachusetts, on my left. 


Dr. Aram Glorig from Los 


Doctor Glorig and Doctor Mueller, 
you are exceptionally qualified to answer 
the questions today. The questions are 
important to each of us. | am going to 
use the editorial “we,” meaning the la- 
dies and gentlemen of the audience and 
myself. We are the vast majority of 
practicing otologists who have not the 
Presented 


the 
laryngology, 


at the Fifty-Ninth Annual Session of 
American Academy of Ophthalmology and Oto. 
19.24, 1954, New York, N.: Y 
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service of an audiologic center in geo 
graphic proximity to our practice. We 
are anxious to do a good job for our 
hearing-handicapped patients. We have 
average otologi equipment in our of- 
hee tor evaluating hearing loss. We have 
a certain background knowledge 


lor the purposes of this presentation 
you may assume that we know (1) that 
conductive impairment accepts amplifi- 
cation more profitably and more readily 
than does perceptive impairment ; 
(2) that lesions of the endolymphatic 
cochlea to that this 
phenomenon complicates hearing aid ac- 
ceptance, and (3) that lesions of the neu- 


ral mechanism tend to give sharp angu- 


tend recruit and 


lation to the audiometric curve and give 
rise to that amplification problem SO 
common in our patients’ expression, “I 


hear but it isn’t clear.” 

You may also assume that we know 
(4) that social demands on hearing vary 
with each mdividual, his occupation, and 
his temperament, and (5) that the fixi- 
ties of 


aye 


iv make adaptation more diffi- 


cult. 


In addition we know, Dr. Glorig and 
Doctor Mueller, that patients with lim- 
ited impairments accept aid less readily 
than those with severe impairments, 


In te SeTISE, however, in assuming 
that we know these things, should you 
hesitate to elaborate on any one of these 


| 
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points, because our knowledge of them 
may not be in the full detail that you feel 
important. 

After your replies to each question I 
will take the liberty of making a brief 
summary in order to place your view- 
points in parallel or in sequence. You 
may be sure that we 
your knowledge, your frankness, and 
your brevity. Our intention today 1s to 
take away a compact conception of what 


will appreciate 


we can do from our offices in preserib- 
ing hearing aids for our hard-of-hearing 
patients. 


THE OUERSTIONS 

Doctor Mueller, | will ask you the first 
question, and Doctor Glorig will have 
opportunity to amplify, to add, or to take 
issue, 

1. Rate the criteria in order of 1m- 
portance that determine whether a pa- 
tient will benefit from the use of a hear- 
ing aid. Include the degree of loss, the 
kind of loss, and all other qualifying 
characteristics that seem to you impor- 
tant. 


Docrok When it comes to 
the degree of loss, of course, no hard 
and fast rules can be laid down. | have 
alwavs been taught and | have taught, 
speaking in terms of pure tone audiom 
etry, that if the hearing loss is at a 10- 
decibel level, nobody, includiny the pa 
tient, knows that he is hard of hearing. 


lf he has 


and family will know it and will accuse 


a 20-decibel loss. his friends 


him of being hard of hearing: 
tient 


the pa- 
is still unaware of it and accuses 
his grandchildren of mumbling. But 
when the hearing loss drops to 30 deci 
bels, the patient knows it, and that 1s the 
time to talk him into getting a hearing 
aid. That is the time when he needs it. 

We must know a good deal about the 
patient: we must know something about 
his background ; what his occupation is; 
something about the level of his intelli- 


gence perhaps. 
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So far as the hearing level is con- 
cerned, if a patient comes to us and says 
that his hearing isn’t so good—in other 
words, if the patient knows that his hear- 
ing 1s below par—he certainly needs 
hearing help. Whether he will benefit 
from an aid has to be determined by a 
hearing study, by an examination of the 
ear, and by an actual test with a hearing 
aid, 

Very often people come to us who 
have poor understanding for speech even 
when it is given amplification. They 
must be handled differently. They may 
be given a hearing aid, but not for the 
purpose of understanding the spoken 
voice. 

When the patient says he can hear us 
talk but he cannot make out what we are 
saying, the prognosis is very often not 
good. Why can’t he understand us? We 
understand, in our language, chiefly by 
virtue of The 
not nearly so important for our under- 


consonants. vowels are 
standing of speech, in my estimation, as 
the consonants. 

Think of words like fat, bat, cat, sat, 
mat, gnat, and pat. It is the initial con 
sonant that determines the meaning of 
the word. This patient, then, hears vow 
els but he cannot hear consonants. Those 
consonants are maucdible to him because 
he has a perceptive loss. This 1s a poste- 
rior We know that consonants are ex 
plosive noises of high frequency and low 
intensity, and therefore they escape him. 


That 1s the reason people Sah they can 


hear us but they cannot understand us. 

There is another factor that must be 
considered, that is the patient's 
adaptability. Can he handle an electric 
gadget ? You have to learn to run a hear- 
ing aid as vou have to learn to run an 
automobile. 


Doctor Hitcer: Doctor (,lorig, do 
you wish to amplify ? 


Doctor Groric: should like to add 
one thing, and that 1s motivation. | think 
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HEARING, 
Doctor Mueller covered it in ‘a fashion, 
but | should like to stress it a little. If 
the individual is opposed to wearing a 
hearing aid and you are going to have a 
| think 
it is one of the jobs of the otologist to 


hard job getting him to wear it, 


needs the 
aid and that he will benefit from it. The 
otologist must motivate the patient, He 


convince the patient that he 


must sell him on the idea of a hearing 
aid. This is important. The hearing aid 
salesman knows about otolo 
vist must take the time to do it. If he has 


this. 


the very best interest of the patient in 
mind, he will make every eltort to sell 
him on the idea of the hearing aid 

lhe other thing that | think might be 
added he re as fear AS acceptance Is COT 
cerned is the availability of some sort of 


\s | 
patient 


training for the use of the aid 
tor Mueller has 


must be taught how to run it 


indicated, the 


Dr. 


criteria 


Therefore, among the 


determining whether a patient 


aid and, 
additionally, wall accept the aid, Doctor 


will benefit from the use of 
Mueller feels that we must remember to 
ask the patient why he wants a hearing 
aid and in what situation his hearing ts 
Mueller 


suggests that by the time the patient’s 


embarrassing to him. Doctor 


heat ny level is at or below 30 decibels 
loss. he aware Of his hand 
cap and will seek help. The fact that he 


will be well 


recognizes a handicap indicates his need 
Doctor Glorig feels 
that it 1s important at that poimt for the 
otologist to encourage the use of an aid 


for rehabilitation 


to “sell” its use to the patient, [octor 
Mueller suggests that the high incidence 
of consonants in our language creates the 
problem of “I hear but it isn’t clear’ for 
those sharply angulated high tone losses, 
but he feels that an aid is important 
though less helpful. Doctor Mueller also 
feels that it 1s important (and here lies 
the value of the doctor patient relation- 
ship in hearing aid prescribing) that we 
assess the adaptable characteristics of the 


AID FITTING 619 
individual, his intelligence, his senile 
status, and all the other factors that 
may determine whether a hearing aid 


will be worn or relegated to the upper 
drawer. 

Doctor Glorig amplified Doctor Muel 
stressed a need 

You 
thrust a hearing aid down the patient's 
throat. | 
and patient should extend to additional 
Interviews 


ler s thoughts in that he 


for patient motivation cannot 


lation ship by (ween do tor 


in order to educate the patient 
in the use of the aid 


In the next question, VDoetor Glorig, 


will you lead off with a discussion of the 


importance of audiometry om 


speech 
evaluation of hearing aid acce plane by 


the patient, and also the place or tree 


held te sting facilities and other methods 


that you deem 


Wocror Here you touch on 


an Inmiportant point | think that one can 


not do propel hearimeg aid evaluation 
without 


SC TT LE peech audiome 


try. If we are voiny to evaluate accurate 
ly what a hearing aid can accomplish, we 


have accurate speech audiometry 


I his precludes the ordinary 


Colve tsa 
tional voice Ly pe of te sting in favor of 
that 


signed for speech audiometry 


an imstrument 


spect ally de 


If you are going to evaluate the bene 
hit of hearing aids to the individual you 
tree field test. 
You cannot test the hearing aid by the 


must have some sort of 


use Of pure tones; therefore, you must 


have a speech audiometet which uses 


free fields. | am talking in terms of 
what you must do in order to give the pa 
tient the best advice you can | realize 
that many of us do not have a speech 
audiometer and that tests can be made 


without one, but | still maintain that 


the best job can be done when one is 
used. 

| think it is also important that the 
patient try his hearing aid under condi- 
tions other than that of the quiet, sound 
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treated room. The patient is going to use 
the aid in a noisy world. Therefore, some 
type of test should be used to evaluate 
the hearing aid’s efficiency in the pres- 
ence of the background noise in which 
the individual lives. 

| might digress a little. Many cases 
showing a hearing loss of about 25 deci- 
bels when tested in a sound-treated 
room, don’t hear satisfactorily in the 
presence of daily environmental noise. 
This, | think, should be taken into con- 
sideration. In borderline cases it is well 
to put noise into the room along with the 
speech test words, to see whether or not 
the masking effect is the final straw in 
producing a handicapping loss. 

Doctor Hitcer: Before you stop, 
Doctor Glorig, may we put this question 
in the proper light. Do you feel that 
speech audiometry is essential both to 
the initial test for the degree of hearing 
loss and to the test of the efficiency of 
the aid? Is that your feeling ¢ 


Doctor GiLoric: Definitely. Pure tone 
thresholds are not always synonymous 
with speech thresholds. 


Docrok Hitcer: Therefore, among 
the facilities for the prescribing of hear- 
ing aids one should actually have, in a 
modern otologic office, means of evaluat- 
ing perception by speech audiometry, 
both for threshold testing and for evalu- 
ating the acceptance of the aid? 


Docror GLorIG: In my opinion, yes. 


Doctor Doctor Mueller, will 
you amplify? 


Doctor MUELLER: Some of the things 
that Doctor Glorig has said are music 
to my ears, particularly what he has to 
say about testing a patient in a sound- 
proof room. | have said repeatedly that 
a soundproof room is not designed for 
testing a patient, because he does not 
live under such conditions. Anyone who 
has tried to sleep in a hotel room with 
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the horns blowing at night will know 
what | am talking about. He says that 
we are living in a noisy world and that 
it is getting noisier. There is no ques- 
tion about that 

As far as the speech audiometer goes, 
if you have one, if you have someone 
who knows how to run it and who has 
the time to run it, and somebody who can 
service it, it is fine. But I still feel that 
the ordinary otologist can’t afford to be 
bothered (pardon my rude expression ) 
with the speech audiometer. 

Doctor Glorig will probably agree 
with me that it would be fallacious to 
try to express speech loss in decibels. I 
don't think it can be done. There are too 
many human factors entering into this 
thing. 

| once had as a patient an old gentle- 
man who wanted a hearing aid. He was 
a very learned gentleman whose native 
language was German. He spoke excep- 
tionally good English. He had been in 
this country for some two or three years. 
He used to teach in the English language 
abroad. And he spoke, as far as | could 
judge, a very beautiful French. | tested 
him in all three languages with my 
spoken voice, my live voice. | have my 
own speech audiometer right here, and 
| claim it 1s as accurate as the other one. 

When I spoke to him in German, | 
used test sentences. He understood me 
quite well at sixteen feet. | read to him 
from a French book. I don’t speak 
French fluently, but I flatter myself on 
having a good pronunciation. | read to 
him from a French edition of Politzer’s 
book on the ear, and he understood me 
very well at eight feet. But when | spoke 
Iinglish to him, I had to get up within 
three feet of him. That man’s hearing 
loss would have to be evaluated in three 
languages on the speech audiometer, 
and you would get tremendously varying 
results. 

Please don’t get me wrong. | don't 
belittle the speech audiometer. sy all 
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means use it. If you have some one who 
can run it, who has the time to run it, 
and if you have someone to service it, it 
is by all means a great advance in hear 
feel, that the 
speech audiometer intrudes between the 
patient and his physician. I like to be 
right there with the patient in the same 


ing testing. | however, 


room. | still consider a hearing test room 
a padded cell. It is too impersonal. These 
patients are often seared or prejudiced 
to begin with. They often “don’t want 
the hearing aid anyway.” I like to have 
something a little more personal be- 
tween the patient and me than a micro- 
phone. But that is just my own way of 
doing it. 


When I test 


test him with mv own live voice. which 


a patient for speech, | 
isn't always as hoarse as it is now. (I 
have already done some talking today. ) 
| walk around the room. | approach him 
from behind and | speak to him; as Dr. 
Hilger said, | talk 


while | am hanging my head out an open 


facetiously to him 
window. to see what he can do with the 
hearing aid 


hope | haven't talked too much. 


Doctor Hitcer: You have not, sir. 
What is that instrument lying in front 
of you ? 


Docrok Murtrter: This is an audiom- 
eter par excellence. Most of you know it. 
[tis the great grandmother's hearing aid. 
It is the speaking tube which unfortun- 
ately went by the board for many vears 
and is now coming back into its own. It 
is the best hearing aid that | know of. It 
practically linear amplification 
of about 40 decibels 
Doctor Hilger in his Poor deaf ear can 


| am sure that even 


understand through it 


(an you hear me now’ (Laughter. ) 


Hincer: | have trau- 


matic hearing impairment 


DOCTOR now 


| JOCTOR M UELLER | use this old fash- 
ioned speaking tube to evaluate the pa- 


If he can understand a 
nonvoiced whisper, that ts, 


tient’s hearing 
a whisper 
made without using the vocal cords, a 
whisper like this (demonstrating ) l 
am sure that all of you who aren't deaf 
can under- 
nonvocalized whisper 
through the speaking tube, he ts a won 
derful candidate for 
has the 


person who can hear al weak voice over 


can understand me-—-if he 
stand real 
a hearing aid. He 
same kind of deafness as the 
the telephone. If patients can understand 
the spoken voice quite well, the conver 
sational voice, through the speaking 
tube, the chances are that they are still 
candidates for hearing aids. 

A person with a perception deafness 
Call understand the spoken voice beautt- 
fully through this, but put him in a noisy 
environment and he is as deaf as he was 
before know people with a SO decibel 
tick 
through the speaking tube. That is how 
good it is. That 1s why | think this is an 


hearing loss who hear my watch 


excellent hearing aid when everything 
else fails you. When the patient has such 
a terrific hearing loss that he cannot hear 
person-to-person conversation with any 
modern electric hearing aid, he can still 
use this, 


Doctor Hitcer: Now we have the 
good fortune to have a mild degree of 
contrast in viewpoint—-a healthy thing. 
Let us try to blend these two opinions. 

Doctor (;lorig feels that speech audi- 
ometry is essential to test not only the 
level of hearing but the effectiveness of 
the aid Doctor 


Mueller implies, too, that there are cer- 


which he employs 
tain factors which, tn evaluating the de- 
yree of he aring loss, the pure tones will 
not actually for imstance, re- 
cruitment and other factors, which must 
be evaluated not only by pure tone but 


measure 


by personal “speech audiometry.” 
Doctor Glorig has had the good for- 

tune, which we tax sufferers have not, to 

have endowed facilities, endowed, that 


is, with a good deal of our tax money, I 


suppose because of our contributions to 
Uncle Sam we can’t all afford to put 
these facilities into our own private of- 
fices. Without detracting a bit from Doc- 
tor Glorig’s comments with regard to 
the characteristics of speech audiometry, 
| suppose until we get a rebate on our 
taxes we cannot all afford the free field 
testing facilities which he has developed 
to such an elaborate and effective degree. 

(an 


we say to the audience that in 


these circumstances, speech——-if not au 
speech such as Doctor Muel 
ler delivers over the window sill, is and 
can be an of testing 
hearing aid efficiency and should be sat- 
isfactory for average utilization ¢ 


diometry 


effective method 


(sLoRIG: For the average case 
that has not much difficulty hearing with 
any type of amplification, yes, but oth 


erTwise, no. 


Doctor Hitcer: You feel, then, that 
in fitting a hearing aid to the patient a 
free field is a very important feature? 


Doctor GrLoriG: Positively. If you are 
going to match the benefits of one 1n- 
strument against another, you have to 
have some accurate means of measuring 
these benefits. 


Doctor Hitcer: And it is your feel- 
ing that speech audiometry, the free field 
testing facility, plus a white noise is a 
major improvement over Doctor Muel- 
ler’'s window-borne white noise and per- 
sonal speech testing in evaluating the 
effectiveness of a hearing aid. 


Docror GiLoric: Whether the white 
noise is from a window or from an in- 
strument, the only important difference 
in my estimation is the exact measure- 
ment one has in the latter. 


Doctok MuELLeR: To settle this once 
and for all, | should like to ask Doctor 
(slorig whether he believes that after | 
have tested patients with my own humble 
crude methods and have said that they 
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can use a hearing aid satisfactorily, he 
might in some of these cases by speech 
audiometric methods determine that they 
could not use a hearing aid. Have you 
COME ACTOSS such cases 7 

Doctor GLoric: | don’t think that. 
No, sir. What | do think is that perhaps 
| could the patient a little more 
benefit with my testing than you do with 
your methods. That is all. 


DocrokR MUELLER: | said | fully agree 
with the use of the speech audiometer, 


but use it only if you have one. 


Docror Hitcer: If you presume there 
ATC persons who do have one 


besides yourself, you are quite right 


Muecrter: All the tests that 
perform should dovetail. They all 
should fit together That is why we use 
so many techniques that by themselves 
would not tell us anything. They all have 
to fit; therefore, | even admit the pure 
tone audiometet 


we 


You see, | have learned 
that much during my long life. But | 
think Doctor Glorig will agree with me 

and | would like to stress that the 
that the pure tone 
audiometer tells us absolutely nothing 
about what the patient can understand 


curve we vet from 


in the spoken language. 


Docror (rLorIG: | agree. 


Doctor Hitcer: You allude to prob- 
lems such as recruitment, that result im 
divergence between speech perception 
and pure tone perception, 

There, ladies and gentlemen, you have 
the two viewpoints. You 
know economy. You know 
your own noise abatement problems. 
Doctor Mueller feels that though he 
uses a minimum of elaborate facilities, 
he can with very simple direct methods 
know whether the patient will accept a 
hearing aid well or not; that in his office 
white noise environment he can, by 
placing an aid on a patient and acquaint- 


contrasting 
your own 
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ing him with the instrument and moving 
about the room under ordinary social 
situations, determine the patient's ability 
to accept | hearing aid, and also, to a 
ar sell the patient on the ot 
the aid. | 

Doctor (slorig feels that for real pre 
cision and reduplication techniques, the 
sound-abated room and the speech aud) 
far ilities ATC CX eedingly 
tant 


Doctor Mueller, your next question: 
lowell briefly on the real handicaps to 


the Act eplan ot an aid 


There 


situation prevailing in the pa 


DOCTOR 
all the 


tient Ss ears. If thie patient has a chronic 


is first of 


otitis externa, lets say, a nasty eczema, 
an air conduction receiver will be prac- 
tically impossible for him, If he has very 
sensitive ears or if he tends to have 
furun davalll Wwe would not use an 


air conduction receiver in the ear 


Lev | Look 
tre ading on Doctor (slorig s next ques 
tion. Don't infringe too far. Dwell brief 


oul, you are 


ly on the real handicaps to the accept 
What stumbling 
blocks have you encountered in preserib 


ance of a hearing aid 


ing tor an individual who, in your opin 
ion, should What com 
plaints have you had that you felt were 
gitimate ? 


have an aid 


Doctor Muertcer: | misunderstood 


the wording of the question 


Lave (sLORIG: It 1S poorly worded. 


Doctor MUELLER: 


No, we did not 
talk it over well enough this noon when 
we had our huddle. He told me what to 
Say but | didn’t understand him because 


| am deaf. ( Laughter. ) 


Doctor GLoric: It went off all right 


on rehearsal. 
Doctok There are many 
factors. First of all you don’t want to 
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put a hearing aid on a man who ts work- 
ny outdoors, who does rough labor. He 
may wear nothing but a pair of dung- 
arees and a sweat shirt. He is going to 
find it difficult to wear the instrument. 
Maybe the cord will get in his way. He 


will get entangled in it. 


Patients’ reaction and vanity” often 
are great handicaps 

air patient s intelligence | have al 
ready mentioned 

lhe kind of work the patient does 
IS munportant also. the patient works 


na very nosy place, the hearing aid may 
a hindrance than a Ip to him, 
| could use a hearing aid in a quiet room, 
but | could not use one during a banquet 
ambient 
much as all the 
We must not forget that the 
hearing aid has no brain, and it amphi 


through it 


or on oa train because of the 
noe be amplified ds 


other noise 


hes ¢ erything that 


hen. of course. there are patients 


who are far away from hearing aid cen 
ters. Lhey may find it difficult to get the 
instrument serviced and kept in repair. 
hie re are othe hand Aps tor the accept 
ance ot an aid that are de je ndent on the 
patient. A 


personality of the Doctor 


(slorig aid, must sell the patient 
the idea that he needs the hearme aid.” 
You must plead with him. You must 
cajyole him. | shake my fist in their faces 
and tell them they make damned nui 
sances of themselves to their friends and 
families if they don’t use hearing aids. 
As | say, you must talk them into it, 
and they will be very grateful to you 


after that 


| have many such cases. The other day 
a young wife 


would wear it to hed.” 


man said to me. lf my 
would let me. | 
He had resisted me powerfully for many 


weeks 


Doctok Hitcer: But the fist-shaking 
enthusiasm and the vigor that you bring 
to the patient, l am Sure, 18 an important 
doctor-patient relationship. 


f 
i 
| 
z 
7 


624 HILGER, GLORIG AND MUELLER 


Doctor Glorig, will you please amplify 
that response ? 


Docrok GLoric: | have two things 
that | would like to add—or emphasize, 
because they may be repetitious. One 
regards the “steep” audiogram in which 
there is great discrepancy between low 
frequencies and high frequencies. Here 
discrimination is poor. This is a very 
real handicap to the acceptance of a 
hearing aid. The other concerns the task 
of getting a hearing aid on an individual 
who has had a hearing loss for a long 
time. This is quite difficult. 

()n the other side of the fence, | 
should like to tell a little about what was 
done in the Army to overcome some of 
these handicaps. As fars as clothes are 
concerned, we have paratroopers who 
jump from planes wearing hearing aids, 
who carry extra hearing aids in their 


uniforms, so that if they damage one - 


they have another one to use when they 
get to their goal. These men actually 
engage in battle, guard duty, ete., with 
hearing aids. 

| am telling you this because all of 
these handicaps can be overcome if the 
proper motivation is in the patient. 


Docror HitGcer: Therefore, Doctor 
Glorig, you feel that poor discrimination 
is sometimes an factor in 
finally convincing the patient to accept 
an aid. Tell us, do you think the best 
approach in this case is to show the 
patient by putting an aid on him and let- 
ting him evaluate it through a persuasive 
period of use? Do you think this 1s im- 
portant or helpful ? 


obstructive 


Doctor Gioric: This is the patient 
that Doctor Mueller mentioned when he 
first started talking. ‘I can hear you but 
I cannot understand you.” The individ- 
ual who says that will have difficulty 
with the hearing aid. But we have found 
that even this type of patient, if he wears 
the hearing aid long enough, tends to 


TRANS. AMER. 
ACAD. OF O. & O. 
overcome this difficulty and get genuine 
benefit from it. 


Docror Hitcer: Do you feel that an 
otologist should have a hearing aid ex- 
ample in his office, or do you feel that 
if he has a speech audiometer in his of- 
fice, he can set it up as a demonstration 
hearing aid, using one receiver and thus 
demonstrating graphically to the patrent 
the benefit he can expect from the aid? 


Doctor GLoric: Well, the speech au- 
diometer will answer as a pretty good 
substitute, but there is nothing like put- 
ting a hearing aid in the ear and seeing 
what happens. 


Doctrok Hitcer: The average otolo- 
gist, for example, to bring this thing to 
a very practical level, does not have a 
library of hearing aids immediately 
available. Do you think if he uses the 
speech audiometer as an aid and uses 
conversational testing through the micro- 
phone, it will be an acceptable substitute 
in demonstrating to the patient what, in 
general, an aid will do for him’? 


Doctor GLoric: Yes, I think so. But 
if he has an example aid with a universal 
ear tip with which to demonstrate, I 
think it is even better. 


Docror Hitcer: Doctor Mueller, for 
that poor discrimination case, do you 
think that vour speaking tube is an ade- 
quate substitute for the trial speech 
audiometer or an example hearing aid in 


determining the acceptance of an aid? 


DoctoR MUELLER: | have already said 
that even in a noisy place the speaking 
tube will work as a hearing aid on many 


cases that have a large drop in the high 
frequency—such as mine, for instance. I 
could use it on a train beautifully, where 
| could not use a hearing aid. The tube 
concentrates the sound as it comes from 
the speaker's mouth to use a homely 
phrase, it keeps the sound waves to- 
gether and concentrated whereas a hear- 
ing aid picks up the noise from all over. 
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By the same token, | suppose if the 
speaker could speak right into the hear 
ing aid microphone held close to his 
mouth, rather than in the wearer’s pock 
et, it might do well in equally noisy sur 
roundings. Hence, either method, as a 
trial means, could be exper ted to give an 
adequate test to the very poorly dis 
criminating patient. 


Doctor Hitcer: Therefore. the 
speech audiometer has a distinct useful- 
a white noise 


tovether with recorded speech and sim- 


ness in that one can use 


ulate a hearing aid as the patient will 
use if But 
perhaps even better, as a test example, is 


under average conditions. 
a hearing aid with universal tip used in 
the otologist’s office in the presence of 
ambient noise 

Doctor Glorig mentioned a fact that 
Is very important. If a person has long 
been hard of hearing, he accepts a hear- 
ing aid much more poorly than does one 
who has recently become hard of hear 
ing. But in each instance Doctor Glorig 
and Dr. Mueller accent the fact that the 
responsibility of the otologist includes 
persuasion, and even salesmanship, if he 
is convinced the patient will benefit from 
an aid 


The next question, then: Doctor Glo 
rig, when we 
should advise a bone conduction aid ? 


please indicate for us 


Doctor GLoric: | feel very strongly 
about bone conduction versus air con- 
duction. There are cases, of course, 
where you must use the bone conduction 
oscillator; for instance, cases in which it 
is impossible to wear an air conduction 
oscillator because there is something in 
the external or middle ear which does 
not allow the insertion of a tip. But the 
otologist’s first duty, | think, is to cor- 
rect the external or middle ear condition 
to allow the use of an air conduction re- 
ceiver, The patient will always get bet- 
ter reception with an air conduction re 


ceiver. 
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lf a patient comes to you who already 
wears a hearing aid. who has worn it for 


some tine ana, for Teason or oth 
er, this original aid ts a bone conduction 
oscillator, you may have a difheult time 
Per- 


haps in that case you should let the pa 


convertiny him from bone to air. 


trent wear the bone conduetor if he 1S 
vetting ethcient use from it 
There 1s other case where 


one you 


might consic roa bone conduction re- 
ceiver, that is for the patient who has 
Poor motivation because of vanity. You 
might be able to convince that patient 
that he should wear a hearing aid by 
first trying a bone conduction receiver, 
which can't be seen. Psychologically, this 
is not good procedure, however. | think 
that the mdividual 


loss should admit it. 


who has a hearing 
wear the hearing 
aid where it does him the host good, and 
not try to hide the instrument. But on 
rare CASIONS, in order to make accept 
ance Of a hearing aid easier for this type 
of individual, you might have to resort 
to this subterfuge. 


Doctor 
you feel strongly enough about 


DOCTOR (slorig, do 
an ai 
conduction receiver that you would ad 
vise urging aA patient to have an osteoma 
removed surgically from the canal so 
that he might have air conduction rather 
than bone conduction ? 


Doctor GLoric: If the osteoma 1s not 
very large, it 1s not going to present too 
much difficulty for the ordinary type of 
aid. 

Doctor Hitcer: You are quite con 
vinced about air conduction versus bone 
conduction. Doctor Mueller, do you have 


a divergent opinion or addition 


Doctok No, I fully agree 


with Doctor Glorig. | would say, all 


things being equal, air conduction is al- 


ways preferred. We naturally hear by 
air conduction. (ur ear is built to re 
ceive air borne sound WAVES | fully 


avree with tor (slorig. 
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Incidentally, as far as osteoma goes, | 
think that properly fitted ear pieces 
should not vo as far as the bony meatus 
anyway. If an osteoma leaves a crack 
only one sixty-fourth of an inch wide, 
air conduction will still be almost 100 
per cent perfect, So that would not 
stand in the way. 

Iiven if the patient has a discharging 
ear, 1f he is intelligent and you can keep 
him under your care, you can teach him 
how to keep his ear clean and in satis- 
factory condition for an air conduction 
receiver, If he has a dry perforation, he 
certainly can use one. But when the ear 
mold is made, be sure the ear canal is 
packed off adequately so that the mold- 
ing composition will not run into the 
middle ear and give a cast of the middle 
ear rather than the ear canal. That would 
be embarrassing. 


Docror Hitcer: Sometimes it is em- 
barrassing to the point of litigation, doc- 
tor. This is the fifth question in the total 
of eight questions. For Doctor Mueller, 
the fifth question: “Mention where an 
cillary services, such as speech reading, 
should be urged,” 


Doctok That, of course, 
depends entirely upon the patient. If 
you have a patient who has never heard 
and has no useful hearing, we all know 
that lip reading is the first item on the 
agenda of any rehabilitation program, 
That should come first before you do 
anything else. | have put hearing aids 
on patients who had no useful hearing 
whatsoever. After they had become ex 
pert lip readers, they became even more 
expert with the hearing aid because the 
hearing aid gave them real interest. 

| think Doctor Glorig mentioned that 
4 patient without any hearing can be 
benefited by a hearing aid. A hearing aid 
gives a vibratory sensation if nothing 
else. The patient learns to distinguish be- 
tween the vowels, He gets the consonants 
by lip reading. Remember that lip read- 
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ing gives us consonants very well, but 
vowels not so well. Thus the combina- 
tion of the aid with speech reading is 
very valuable in the most extreme cases 
of deafness, both for appreciating the 
dimension of sound and for hearing 
speech. No doubt Doctor (slorig will 
agree with me on that. 

| would like to make a few comments 
here regarding speech training in con- 
trast to speech reading. | saw a little girl 
a few years ago who at the age of 12 
had had meningitis. The antibiotics 
saved her life, but she paid the price by 
losing her hearing completely in both 
ears. | saw the little girl about a month 
after that had happened, and she still 
had very good speech. If she were not 
taken in hand promptly, her speech 
would have deteriorated very rapidly. In 
a case like that you must be on the alert 
and see to it that the child does not for- 
get how to speak, how to intone. Here 
the combination of aid and speech read 
ing 1S priceless, 

Other than the above extreme CASES, 
the ordinary deaf person with a hear- 
ing loss of 30, 40 or 50 decibels. ae- 
quired in adult life, usually does not 
present a great speech problem. For the 
occasional one who does, speech train 
ing 1S important. 


Doctor Hitcer: Doctor Glorig, do 
you have an addition to that? 


Docror GLoRric: | agree with every- 
thing that Doctor Mueller has said, ex- 
cept that I think | am a little more con 
vineed that ancillary services are more 
Necessary, | believe that all cases receive 
benefit from lip reading, even when they 
represent simple conductive losses. There 
are times when the patient’s hearing aid 
does not work, or works poorly, and lip 
reading comes in good stead. Lip read- 
ing 1s vitally important in those cases 
that have the sharply angled high-tone 
loss characterized by loss of consonant 
appreciation, 


7 
a 
= 
4 
= 
Fed 
a 


SEPT... 


Doctor Hitcer: That is added em- 
phasis, although Doctor Mueller sound- 
ed pretty positive to me, also, with re- 
gard to lip reading. So you have a unit- 
ed opinion there. That puts it squarely 
up to the otologists, me and thee, in the 
make ourselves 


room to available to 


speech reading facilities for our pa- 
tients. This is, then, a plea that the facil- 
ties within geographic reach of us should 
be supported by us. Hard of hearing so- 
ceties and rehabilitation centers should 
and 

We dare not be derelict in this, 
ancillary 


be given encouragement support. 
else the 
services our patients need wall 


not be available to them 


Doctor (;lorig. note the place of aids 
to hearing other than the usual portable 
electrical amplifier 


Docror GroriG: | made a note here 
It sai should he 


used only as to traiming 


Such equipment 


accessory aids 


| feel quite strongly that if the patient 
iseventually going to wear a hearing aid, 
this is where vou ought to start. A faney 


amplification system tor tramimeg an wm 


dividual to wear an aid is nothing lke 


the equipment that he 1s gomg to use 
after his tramimg. | agree that there are 
exceptions uch a when Vou 


with very severe hard of he ining 
cases and a hearing aid wont reach them 
There are also some individuals foram 
who will not wear 


Phe, 


converinent 


oldey peopl 
continually 
little 


plea surable for thy 


a hearme aid might 
and 


lisiny 


make mire 


famihes by 
a table model] of aid 


Doctor Hicer: Have vou any addi 
tion to that. Doctor Mueller ’ 

Docror No, | haven't 

Docrok Hitcer: You forget your 
tube 

Doctor Well. I think I 


emphasized that before. It will work in 
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conditions where the electric hearing aid 
will not work, like on a noisy train. 


Doctrok Hitcer: How about the 
elderly patient sitting at home, who only 
listens to the 


radio and an occasional 


country cousin? 


Docrok For person-to-per 
son conversation, yes, but not for group 
conversation. There it is no good. 


DOCTOR Hiner lor an old couple 
sitting at home with the radio. 


Docrok It is wonderful. 
They can talk and the neighbors never 


hear what they are saying 


Docror Hitcer: Therefore. the port 
abl hearing aid is indieated in 
all instances except for the rare severely 
impaired case, in which the table model 


initial adjustment to a hear 


ele tri 


ards in the 
ing aid, and in the cloistered situation, in 


which the speaking tube has a plac 


Now 


here the seventh 


Muelle r, Which | think } 


cecdinghy 


an ex 
Imiportant question because it 
could dispel the fog and add to the fa 
Which the 
conduet his worl 


wath otolouist 


AVOT Ape 
\fter having duly 
Cor) wlered all the preview 


spons, doe 


diss 
the problem of which hearing 
an hould ve ad ec have 


lone a if 


iv 


ounces 


accepted imstrument 


radical when it come to that. For the 
ordinary ¢ ise. the deatme Case 


thet 


who coe 


almost every 


dav. thre person not present a 
problem who doe 
feel that any of the 
hearme aid hould 
tried for many veat 
this, that or the 


preterred (iT 


not have a trick 


accepted 
useful. | 


to find out whether 


have 
other hearing aid was 
worked hetter for the 
individual patient. | had six hearing aids 
in my office and | spent two and a half 


. 
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to three hours on a patient determining 
which was the best for him, and I came 
to the conclusion after some five or ten 
years of that, that it was hardly worth 
while. The most important thing so far 
as the different makes of hearing aids 
are concerned is that you know the hear- 
ing aid people in your community ; that 
you know the agent personally ; that you 
let the agent know that you are aware of 
his work and conduct. Strike the fear of 
god in him (you being god) and give 
him to understand that he cannot get 
away with any super sales talk to pa- 
tients whom you send down to him, that 
his function lies in superior servicing of 
the instrument once he fulfills your rec- 
ommendation, | feel that you can pick 
any hearing aid from any of the ex- 
hibits around here for a person with a 
hearing loss of 30 to 40 decibels, with no 
fancy dips and peaks and islands, and he 
will be able to benefit from that hearing 
aid once he has learned how to use it 
and once he has gotten used to it. The 
whole thing is exceedingly personal. If a 
patient tries somebody else's hearing aid, 
it is just like trying his hat or his false 
teeth. He usually won't like it as well as 
he does his own. 

That is the way | feel about Council- 
accepted hearing aids. They are all good, 
After all, they are nothing but sound 
amplifiers, and they don't vary enough, 
| feel, in their performance to warrant 
a careful, elaborate selection procedure. 
That is my view, my sentiments. 


Docrok Hitcer: Well, your senti- 
ments are what we are seeking, doctor. 
Doctor Glorig, will you amplify that or 
take issue with it or do as you please 
with it? 


Docrork Groric: Well, | should like 
to amplify it in this respect: | made a 
study when | was at Walter Reed in 
1947, when the hearing aids were not 
what they are today, and there was con- 
siderable difference among the hearing 
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aids made by the same manufacturers. 
So by trying one aid after another, even 
of the same make, a patient could find 
one that would be superior to the others. 

sut since 1950 and 1951, when the aid 
was practically what we have now ex- 
cept for the transistor (which, by the 
way, is no better than the vacuum tube 
from the standpoint of performance), 
there is very little difference in the per- 
formance of the various aids in the un- 
complicated case that Doctor Mueller 
has talked about. As long as you have 
Council-accepted amplification, the hear- 
ing result 1s good. 

Doctok From your expe- 
rience, how often does it eventuate that 
one aid is distinctly better than the other 
for the individual case? 


Doctor GLoric: Only in the case 
where you have some special trick curve, 
as Doctor Mueller puts it. You can then 
get much more benefit from one than 
from another, or from a combination of 
components, 


That 
down to a relatively simple proposition : 


Doctor HILGER: narrows it 
the vast majority, upwards, shall we say, 
of QO) per cent of Doctor (slorig’s and 
Doctor Mueller’s patients are going to 
be fitted as well with one aid as with an- 
other, as long as it is Council accepted, 
and the 10 per cent with trick curves will 
have to be sent to the centers to have 
something adapted to their curves 
through multiple aid testing. Is that fair 
to say, or again am | presuming’ 


Doctok MUELLER: | agree with you 
100 per cent, although you didn’t ask 
me. You asked Doctor Glorig. 


Doctor Hitcer: No. | could not turn 
in both directions at once. 


Doctok GLoRIG: My only objection 
would be that | think | would lower the 


figure a little 
W) per cent. 


to 85 per cent rather than 
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ing. Perhaps the doctors could spend 


Doctor HiILGer: Was vuess- 
their time to best advantage in educat- 
ing the patient to the need for and use 
of an aid, rather than toward the dubious 
psychological advantage of testing sev 
eral aids. As a matter of fact, my im- 
pression is that it takes at least as long 
and to 
come down to that small psychological 
as it takes, first, to decide 
whether the patient needs any hearing 


to evaluate two or three aids 


advantage 


aid and. second, to sell him on it, if he 


le CS, 


lhe last question, “To what practices 
should all of us adhere to be certain our 
patient obtains the greatest benefit and 
service from his hearing aid?” This 1s 
Doctor | orig’ question. 


Docrok | think, briefly, be a 
good salesman: be prepared to test prop 
erly and to evaluate the individual from 
the standpoint of whether he can or he 
cannot wear a hearing aid. Know your 
local dealer even if you have to yo to 
take him to lunch. 
But find out what your dealers do, what 


their ideas are, how they treat your pa 


dinner with him or 


tients. Cret your patients to talk about 
the dealers and see whether th y can tell 
you anything about them. By all means 
gel the patient back after he has the hear 
inv aid, notice how he uses it, and see if 
he is doing as well as he should be. 

Also know the manufacturers, their 
yuaranitee, how well they stand behind 
their product, what kind of service fa 
cility they provide, 

| think those 
otologic tunctions. 


things are important 


Docrok Hitcer: Actually the Coun- 
cil investigates the manufacturer, but for 
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your particular locality the agency 1s the 
important functionary. Doctor Mueller, 


do you agree 


Docror | fully agree. | 


have said before that an inexpensive, 
let's say, a cheap hearing aid, that just 
barely satisfies Council standards, in the 
hands ot a good, honest, hard working 
man 1s worth twice as much as the most 
highfalutin, expensive hearmg aid in 
the world in the hands of a 


man who 


thinks about nothing but his profit 


Docror Hitcer: In summary, ladies 
and gentlemen, it 1s for you and me to 
decide who should get a hearing aid, not 
the man down the street. It 1s for you 
and me, after having thoroughly exam- 
ined and considered the patient and hav- 
Ing determined that he should have an 
aid, to sell him on tt. 


It is an advantage, in some respects, 
to have a speech audiometer available for 
testing and for demonstrating to the pa 
tient. It is some advantage to have a sam 
ple hearing aid to demonstrate to the 
patient. In any case, it is not essential 
that we have a hbrary of hearing aids in 
our office. Rather it is important that we 
use the time we would expend on testing 
through several drawers of hearing aids 
on being certain the patient will benefit 
from an aid, on selling the idea to the 
patient, on guiding him to an agency 
whose integrity 1s known to us, and on 
the follow-up to see that he gets the type 
of service and instrument care to which 
he is entitled 


We certainly thank Doetor Glorig and 
Doctor Mueller for making themselves 
available to us, and thank you for be 


ing such an interested audience. 
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“A LUMP IN THE THROAT” 


A Panel Discussion 


Verer N. Pastore, M.D.. Chairman 
KICH MOND, VIRGINIA 


Knicgut Avcpricu, M.D. 


CHICAGO, ILLINOIS 


Pastore: Mr. Chairman, 
members of the Academy and Cruests: 


Docror 


(ur discussion today concerns ‘‘a lump 
in the throat” 
cians. It’s an expression, a sensation ex 


“globus” to most physi 


perienced by the patient, ofttimes more 
magnified by the subject than warranted 
by the findings. 


In every medical problem involving 
patients there are two distinct aspects to 
be considered: the patient's and the 
physician's. In few instances are these 
more important than m dealing with the 
patient complaining of the symptom “a 
lump in the throat.” 


\s Dr 1953 


Academy symposium on postnasal dis 


l’roetz stated in the 


charge, “Let it be understood that we 
are talking to doctors and not to lay 
Thus, by the 
that most dreaded word “cancer,” We do 


men.” mere mention of 
not arouse unwarranted old or new fears 
in patients. For it is the “fear of cancer” 
cancerophobia, 1f we must be correct 

that spurs most patients (in my exper! 
ence, at least) to seek the physician’s 
help when a lump in the throat or a 
closely allied persistent symptom 1s the 
disturbing factor. 
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THE PATIENT 

How frequently has it been the expe- 
rience of the specialist to have a patient, 
usually a female between 35 and 60 years 
of age, relate the story of a persistent 
sensation, an indefinite lump, thought by 
the patient to be in the throat ? However, 
on an attempted description of localiza- 
tion, by the patient, the site may be any- 
where from the level of the ears down 
to the mammary nipple line, so general 
in scope is the layman's concept of the 
‘throat.”’ 


Next mn order, the story unfolds, 1s a 
course of treatment by the family physi 
with partial Or rehef, mn spite of 
penicillin and other “miracle drugs.” 
Then comes a trip to a specialist who 
mav or may not have found anything to 
account for the symptoms, but who pre- 
scribed another course of treatment. 
However, the symptom persists or re- 
curs frequently for several months after 


onset 


Here we have a real problem-—a_ pa- 
tient without confidence in therapy, doc 


tor, or self. 


lf the physician could but visualize 
the patient's mental process at this time, 
what would he see ? Visions of some hor- 
rible or dreaded thing clutching or de- 
stroying the inside of the throat? Doc- 
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tors in a huddle saying she has “hope- 
less cancer “hopeless cancer’ 
“nothing can be done”. . . “but don't tell 
her’... “don’t tell her’? Then the end 
of the world, perhaps. 

Doctor Aldrich has been asked to elu- 
cidate this phase. 


Doctor Pastore 
mentioned that the patient locates the 
lump somewhere between the ears and 
the nipple line. Actually, the ancients 
thought the lump wandered all the way 
from the uterus, and hence the name 
globus hystericus. ven earlier, the rem- 
nants of the apple that presumably stuck 
in Adam’s throat, leading to our term 
Adam's apple, may have been the first 
lump in the throat that we any 
record of. 


DOCTOR 


have 


As for the emotional origin of this 
particular type of disturbance, it seems 
to me we should consider three mecha- 
nisms, or three methods, by which the 
individual handles or deals with anxiety 
when he, for some reason or other, can't 
face the actual cause of it. 


One of these mechanisms is rational- 
ization ; rationalization that the symptoms 
of anxiety are caused by an organic ill- 
ness. The symptoms of anxiety are usu 
ally results of disturbances in the au- 
tonomic nervous system and can be as 
any organ. The 
patient who rationalizes these symptoms 
in effect: “I am not afraid of any 
thing, so these symptoms must be due to 
physical illness.’ 


sociated with almost 


SAVS, 


Second is the mecha 
nism of displacement, in which the pa 
tient recognizes that he 1s anxious, but 
attributes the anxiety to an organic rath 
CAUSC lle 
“Tl am afraid that | might have a physi 


er than an emotional savs: 
cal illness. but | am not 
Third. 1s the 


conversion, usually associated with hys 


afraid of my 
feelings.” mechanism of 
teria, in which the physical symptom 
seems to accomplish the relief of anxiety 
by removing the stimulus that caused the 
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anxiety. Conversion 1s less fre- 


quently than rationalization of an au- 


seen 


tonomic disturbance due to anxiety. Al- 
though we can distinguish the mecha- 
nisms of rationalization, displacement 
and conversion, the patient more often 
than not uses two or even three of them 
at the same time. 


What causes the anxiety which is then 
rationalized as, or converted to, physical 
illness, or displaced to part of the be uly ? 
To answer this question, | want to go 
back to Doctor Pastore’s middle aged 
lady who thinks she has cancer and feels 
she has a lump in her throat. She uses 
two of the mechanisms: she rationalizes 
the autonomic manifestations of her 
anxiety (esophageal spasm) as due to 
organic illness, and she displaces the 
cause of her anxiety from her emotions 
to cancer. Cancerophobia, incidentally, 
isn’t solely iatrogenic ; it isn’t just caused 
by the doctor’s fortuitous comment. It 
has to fall on some kind of fertile ground 
to take root. 


To understand the nature of the fertile 
ground, we must go back to the old adage 
that the wish is father to the thought. It 
seems very peculiar, however, that any- 
body should wish that she had cancer. 
Certainly no one would wish she had 
cancer unless she was very depressed, as 
some of these people indeed are, or un- 
less she preferred cancer to some other 
explanation of her symptoms, and in 
that circumstance the other explanation 
must be very upsetting. In these cases 
the other explanation—-the real cause of 
the anxiety is terribly upsetting. That 
is why these unfortunate people find it 1s 
so difficult to accept reassurance, or to 
accept suggestion for very long, and that 
is why they don’t respond to medication 
very well. The thing that 1s bothering 
them is so terribly frightening, they 
would ae tually rather have cancer. So if 
they accept reassurance, or if they accept 
suggestion, they are right back facing 
all over again the anxiety they started 
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with and have tried, without realizing it, 
to avoid by using these mechanisms. 
ven to look at the nature of these 
terrifying anxieties we must penetrate 
our patients’ psychological defenses — 
their ways of hiding their anxieties from 
themselves—-and these, as we know, are 
persistent. The patient usually is willing 
to acknowledge to you, or to me, “Yes, 
I know other people get lumps in their 
throats when they are sad or when they 
are scared, but mine is different.” They 
convince themselves, without knowing 
that they are doing so, that they some- 
how or are different from other 
people so that they won't have to look 
at whatever it 1s that really makes them 


sad or scared. 


other 


The physiological response to hidden 
fear, or anxiety, 1s the same as the re- 
sponse to fear of an external situation, 
except that when a person is scared of 
something definite, he usually knows he 
can do something to take care of the sit 
uation, and then he will be relieved, But 
the globus patient does not know that he 
is frightened about a specific thing, and 
he often realize that he 1s 
frightened. Since he avoids facing it, he 
really does not know that it 1s there 
at all. 

To illustrate this problem, let me ab- 
stract for you a case quoted in Grinker’s 
Psychosomatic ¢ 


cle cs not 


\ wirl developed vlobu 
went overseas. In the background, the authors 
found that the brother and sister had been 
unusually rivalrous for their parents’ affec- 
tion, but the boy had been so much more fa- 
vored by the family that his sister had felt 
very much the less desirable of the two. This 
had made her rather angry, She didn’t dare 
to express her anger, however, or to. indicate 
her displeasure at this favoritism because she 
was afraid she would jeopardize the security 
she did have. 

When her brother went overseas, she real- 
ly wanted to say, “I am glad he has gone and 
I wish he would not come back.” But she 
didn’t dare say this, and she didn’t even dare 
acknowledge it to herself; instead, she held 
her feelings within herself 


when her brother 
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That seemed to be the origin of the 
throat the inhibition of 
which apparently is related 
to a spasm of the muscles of the esopha- 
vus 


swallowing 


Why this girl had an esophageal 
spasm and not a condition such as dys- 
pepsia or dry mouth or another psycho- 
matic disturbance is hard to tell. Cer 
back- 


ground factors, perhaps the significance 


tainly there are psychological 
of food, the significance of eating, or 
the significance of anger in this specific 
context, which directed het symptoms to 
her throat, but there are probably some 
other reasons, not primarily psychologi 
cal, which made her throat the site of 
the expression ot her 
flict. Thu 
hostile feelings cause chronic anxiety, 
which turn 


emotional con 


ceptable, hidden, angry, 


produces 
spasm. She ratronalizes 


esophageal 
the symptoms of 
the spasm as physical illness, and possi 
bly labels 11 because she 1s so 
guilty about her hostility that she thinks 
she really 


deset Ves CATICC]T 


DocTor PASTORI In order to main 


tain a balanced persper tive of the symp- 
tom “a lump in the throat,” 1t 1s impor- 
tant to review briefly some of the more 
frequently as well as the less commonly 
encountered conditions that may give 
rise to the sensation. The following out- 
line should be helpful. 


EFUSTACHIAN TUBE 
Fustachian tube edema (Harris) 
Ke cTil 


wiellers ftossa mucosa irritation 


NASOPHARYNX 
\trophic mucosa 
(hoanal polyps 
Postnasal drip 
Nasopharyngitis 
Nasopharyngeal! bursa 
Sinusitis 


revardless of source 


PHARYNX 

Tonsillar keratosis 
Tonsil infections 
Tonsil; lingual (Hill) 
Tonsil tumors—benign or malignant 
Syndrome of granular pharyngitis 
Pharyngeal mucosa—-atrophy and senile 

changes 


a 
& « 
» 
> 
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diverticulum 
benign or malignant 
Intections 


Vharvngeal! 

ATVIWCAI LUTIIOTS 
| 
Retropharyngea 


Retropharyngeal tumors 


LARYNX 


Irs tal of arytenoid mucosa 


LSOPHAGUS 
1) cri ‘ 


epip! rei 


pharyngoesophageal 
bu liynant 
( ricopharyngeal spasm 
Mi ti 
“Wel 

REGION 

\ly | cervis des 

benign 


Branchial cleft and other cysts 


on recurrent laryngeal 


Cervical vascular changes (Hansel) 


ubacute (Barton) 
LANEOUS CAUSES 
(Hilger) 


pond ( Morrison) 


( if ris 


f 


apilloma of the uvula, palate 
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Situationa tress 
I d neual 
| the palate 
Tongue | ns 
Vita ! lef encies 
rom the many illustrations just 


noted, to us one factor has seemed rath 
cl striking inmany of them: namely, the 
size and duration of a demonstrable le 
does not always arouse 


Se 


as much concern in the patient as one 


would expect in contrast to the con 
cern noted im patients with functional 
conditions 

Doctor Richards, may we hear from 

Docror RICHARDS When Doctor 


Pastore assigned to me the laryngologt 
cal aspects of this condition, I felt a lit 
tle like the bridge player who finds noth 
hand | 


Jgnment of 


ing higher than a ten-spot in his 


would have preferred an as 
any but this particular area, because in 
general this is where you are least likely 
cause of this 


to tind demonstrable 


common complaint 


this symptom complex 
| 


should by Aivick d 


into two main cate 


Pores, organ and hosomati 
Doctor Aldrich has explained, and as 
Doctor Vastore has just demonstrated 


for you on the sé reen. | am sure that you 
have not counted them, but there were 
some seventy-five conditions listed, any 
one of which could be responsible for 
| submit 
that when doctors see patients in their 
as to the chief 
complaint, receive the answer, “| 


a so-called lump in the throat 


offices, and on inquiry 
have 
4 lump in my throat,” it is quite a task to 
run down every one of these seventy 
five possibilities in order to make a cor 
rect diagnosis. You are either going to 


pul the patient im a hospital Or subject 
him to five hundred dollars worth of in- 
vestigation, but in any case it is a real 
problem. | would be the last to deny that 


1955 
| 
rs ot the epiglottis 
Pumors of the larynx 
Intections of the epiglottis 
tarot rie! rae 
| gland tus 
Substernal goitet 
‘ 
hceations 
Cervical 
Cerebrovascular |e ions 
a (Titie nection 
‘ 
pix fic lesions 
\ If ak a hhore 
ry tiie stor i 
| hip cle 
Hypochond: 
{ Pla 
Myasthenia vray 
N eure 
7 
Plummer-Vinsor 
| 
ine upper trachea 
Referred cardiac symptoms 
Syphilis 
Submaxillary edema 


the 


any one of the seventy-five conditions 
may conceivably provoke the symptom 
of a lump in the throat, but I think it is 
also true that there are demonstrable or- 
ganic lesions, either by clinical or radio- 
logical examination. Such examination 
must be thorough and painstaking, in- 
‘luding that of the nasopharynx and 
laryngeal region, by any means that can 
be utilized to discover an organic le- 
sion. To me there is quite a difference 
between the complaint of “a lump in the 
throat,” as the patient so often expresses 
it, and what Doctor Pastore designates 
as lump in the throat, as illustrated so 
far. When you see a mass on the side 
of the neck, it is technically a lump, and 
it presents no real diagnostic difficulty. 
But those cases in which | feel that I 
have ruled out organic disease are the 
ones on which I would like the help of 
Doctor Aldrich to confirm my opinion 
that the complaint is a manifestation of 
some emotional disturbance. 


| am sure that, like myself, many of 
you have occasionally wished that for not 
too long a time, you might experience a 
patient’s symptoms, say a headache, tin- 
nitus, or some other subjective com- 
plaint. Here is one time when you can 
find out, if you want to, what it feels 
like to have “a lump in the throat.” Put 
that in quotation marks, it 1s a concrete 
expression, it is just as the patient puts 
it. All you have to do is get some con- 
frere to cocainize your pharynx and lar- 
ynx with 10 per cent cocaine, well 
enough, for instance, to perform a direct 
laryngoscopy, and you will have a per- 
fect sensation of what the patient desig- 
nates as “a lump in the throat.” It is 
brought out essentially on swallowing 
but it is a totally different thing from the 
complaint of soreness. There is no asso- 
ciated pain and no true dysphagia or dif- 
ficulty in getting food into the esopha- 
gus. 
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In my experience, about 90 per cent 
of such patients show no demonstrable 
organic lesion, with no indication of dis- 
ease in the larynx, nose or nasopharynx. 
Such negative findings are always, in a 
way, less satisfactory than positive ones, 
leaving you to wonder whether you may 
have overlooked something. A_ large 
nasopharyngeal fibroma seen hanging 
down behind the soft palate always 
yields a sense of diagnostic accomplish- 
ment, though less fortunate for the pa- 
tient. 


Assuming then that a large percent- 
age of such patients present an emotion- 
al problem, it is not too difficult for even 
an otolaryngologist to practice a bit of 
psychiatry on the side. Give the patient 
enough time to tell you some of his prob- 
lems and lead him gradually into chan- 
nels which break down his resistance to 
do this. At first he thinks you are not 
interested in such matters ; he doesn’t ex- 
pect to tell you all his troubles; to him 
you are just a throat doctor. He has a 
lump in his throat and expects you to 
find some local trouble and eradicate it. 
He may be momentarily relieved to be 
told that he doesn’t have cancer, but that 
doesn't take away the lump, which 1s 
what he came to you for. A little time 
and sympathetic inquiry into a patient's 
emotional background will often yield 
surprising results, and a woman who 
enters your office all smiles but who 
leaves in tears has often had far more 
therapeutic benefit than weeks of local 
treatment of nasal sprays and naso 
pharyngeal applications. 


Doctor Pastore: Doctor Richards’ 
remarks are extremely important and 
concise. He mentioned “a lump in the 
throat” effect of cocainization of the 
pharynx, a point which | believe has 
major importance. 

Frequently in the past, as even today, 
definite organic lesions associated with 
the sensation of “a lump in the throat” 
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could not be demonstrated. The inven- 
tions, technical developments and dis- 
coveries of the past half-century have 
been extremely valuable in improving 
our knowledge of the mechanisms in 
volved in the pharyngo-laryngo-esopha- 
geal sensations, thus reducing the total 
number of conditions previously tossed 
into the basket labeled “globus hysteri- 
cus.” Increased knowledge of the clini- 
cal behavior pattern of the gloss ypharyn 
geal nerve and direct visualization of the 
esophagus, as well as observation using 
contrast media, the fluoroscope and the 
roentgenogram, have been invaluable in 
this regard. 


At this point it would seem proper 
that we review briefly the more tmpor- 
tant aspects of the pharyngeal sensations 
(within the mucous membrane area sup 
plied by the glossopharyngeal nerve). 
(A series of slides illustrating the anat 
omy of the glossopharyngeal nerve. ) 


The distress caused by acutely irritat 
ed pharyngeal bands and lymph follicles 
is a well-known entity and familiar to 
the otolaryngologist and general prac- 
titioner alike. In the early stage of acute 
pharyngeal infections, involvement of 
the lateral bands is accepted, and the 
treatment of the predominating condi 
tion usually is sufficient to relieve the 
symptoms in the majority of patients. 
There are some patients, however, who 
tend to a persistence of pharyngeal 
>\ Inptoms ‘These described aS a 
sation of one or more of the following: 
a lump in the throat that cannot be dis 
lodged by swallowing or gargling; a 


scratchy, irritating, sensation ; 


spasmodic nonproductive cough reflex 


ite hy 


associated with tearing; reflex rhinor- 


rhea or postnasal drip; varying degrees 
of pain of self-localized throat-neck dis- 
tribution and daily exacerbation-sub 
sidence of the symptom complex. In 
some instances the history of a preced 
ing cold or generalized upper respiratory 


tract infection cannot be elicited. 


I-xamination of such patients fre- 
quently fails to disclose outstanding ex- 
ternal cervical or internal pharyngeal 
changes of a remarkable nature. To the 
patient, the knowledge of persistent sub- 
jective symptoms and the inability to re- 
lieve them, coupled with the physician's 
statement that there is no demonstrable 
organic lesion, in many instances tend 
to cause concern and lead to loss of con- 
fidence in medications and the physician 
alike, and to apprehension and cancero- 
phobia, condition occurs 
most frequently in the female between 
the ages of 35 and 60, globus hystericus 
and menopausal changes are among the 
more common conditions mentioned as 


fecause the 


etiologic possibilities. This is particular- 
ly true when the symptom trigger zone 
is remote from the site of the referred 
discomfort. 


When the trigger zone can be demonstrated 
in the lateral pharyngeal band reyvion., and re- 
lef is obtained by treatment ot the hand. we 
(l’astore) have felt justified in calling it the 
lateral pharyngeal syndrome and classifying 
it as a distinct entity.4 


ecause of the important role of the 


vagus nerve in relation to our problem, 
lor Lindsay has been asked to discuss 
this phase. 

Doctor LINDSAY: Doctor Pastore has 
demonstrated the great var ely of organ- 
ic lesions which must be ruled out im the 
case of the patient who complains of a 
lump in the throat, and Doctor Aldrich 
has said a few words about the psychic 
origin Of this type of complaint 
Doctor 


Then 
Kichards has poimted out that 
after we have gone through the routine 
and ruled out all of these organic causes 
for a lump in the throat, the psy hologic 
problem remains to be solved. After all, 
the elimination of the possible organic 
causes provides only negative evidence, 
whereas we would like to get some defi- 
nite objective evidence to explain the pa- 
tient’s particular symptoms and to Sup- 


ort a positive diagnosis. 
| 
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lf the patient's complaint of a lump 
in the throat has a psychic origin, we 
would like to have some objective evi- 
dence as to what is happening in the 
throat. It is rather difficult to get evi- 
dence about what is happening to the 
swallowing mechanism. It is a_ rapid 
process by which food goes from the 
mouth into the esophagus. Some infor- 
about that mechanism can_ be 
gained from the roentgenographic evi- 
dence that we can get on fluoroscopic 
examination and spot films, particularly 
when thick barium has been used so that 
some of it sticks and outlines the walls 
of the pharynx. 


mation 


(Slide) A spasm of the musculature 
of the esophagus has been suggested as 
a possible cause for the sensation of a 
lump in the throat. The question comes 
up, ‘Is there any way by which we can 
demonstrate this spasm?” The first three 
slides demonstrate some features of a 
normal pharynx during and after the 
swallowing of thick barium. On the left 
one can see barium filling the pharynx 
evenly and going down into the esopha- 
gus. If you rotate the patient’s head to 
one side you can make most of the bari- 
um go down one pyriform fossa. If you 
rotate the patient's head to the other 
side, the barium goes down the other 
side 

(Slide) On the right side is a lateral 
view snapped during swallowing of thick 
barium, showing the epiglottis tipped 
down. You see no evidence of the crico- 
pharyngeus muscle or sphincter while 
barium is passing down. We know that 
there is a cricopharyngeus muscle or 
sphincter from experience in passing the 
iphagoscope. can we demonstrate 
that by roentgenogram’ Immediately 
after the bolus has passed, if the patient 
is asked to do a Valsalva maneuver with 
the glottis open and to do it strenuously, 
most of the patients are able to balloon 
out the pharynx as you see here, lifting 
the larvnx forward away from the verti- 
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cal column. With the patient in the di- 
rect lateral position, and the shoulders 
low, the cricopharyngeus muscle is then 
demonstrated as a sphincter. The barium 
and air that happens to be in the esopha- 
gus is forced back up against the under 
surface of the cricopharyngeus. 

The question arises in the case of the 
patient with the lump in the throat as to 
whether there is some disturbance of 
function of this musculature. 

(Slide) Here again the barium has 
passed through the esophagus. During 
the Valsalva you again see the pharynx 
ballooned out and the barium in the 
esophagus forced back up against the 
cricopharyngeus muscle, which acts as 
the sphincter between the pharynx and 
esophagus. This is what confronts the 
esophagoscopist each time he attempts 
tO pass the esophagoscope. It relaxes 
when the patient swallows 

(Slide) This slide illustrates a patient 
in whom the passage of the barium was 
delayed. After the patient had swallowed 
repeatedly, the barium still clung to the 
pyriform fossa. Repeated attempts to 
swallow on the part of this patient failed 
to clean out the barium from the phar- 
ynx. This was a case of pulmonary tu- 
berculosis, with a hyp itonia of the phar- 
yngeal musculature. The next slide il- 
lustrates the same type of muscular 
weakness in a case of hyperthyroidism. 
After repeated swallowing, the barium 
still sticks in the pyriform fossae 

(Slide) Here is the lateral view of this 
same patient; there is no obstruction to 
passage of the barium down the esopha- 
gus but rather a hypotony of the phar 
yngeal muscles. 

(Shde) As the patient attempts to 
perform the Valsalva, it is possible to 


demonstrate the cricopharyngeus muscle 
to some extent. 


The natural interpretation of the phe- 
nomenon illustrated on these slides is 
that this is generalized weakness of the 
muscles of the pharynx. In a recent arti- 
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cle in the British Medical Journal by 
Asherson,' this sort of phenomenon was 
interpreted as an achalasia of the crico- 
pharyngeus, implying that the basis of 
the difficulty was in a failure of the cri- 
copharyngeus to relax. A more correct 
explanation is that it is a failure of the 
pharyngeal musculature to cleanse the 
walls of the pharynx. In other words, it 
is the opposite of a muscular spasm. 

While it is possible to demonstrate 
roentgenographically a weakness of the 
musculature either of one side or both 
sides of the pharynx, a spasm or a hy- 
pertonic state would be more difficult to 
show 

(Slide) These slides illustrate only a 
few types of disturbance of function of 
the pharyngeal musculature. Possibly 
techniques can also be developed to pro- 
vide concrete evidence as to what hap 
pens when patients complain of ‘a lump 
in the throat.” 


DOCTOR 


it can readily be 
seen that there are multiple possibilities 
for diagnosis of such a benign-sounding 
symptom as “a lump in the throat.” For 
this reason it is important to maintain 
constant visilance and view the matter 
im a We should 


comprehensive 
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avoid the error of the six blind men 
analyzing the elephant; for while it is 
true that to a fish all the world may be 
water, and to the bird all the world may 
seem to be air, civilized man should have 
a more balanced perspective. 

The lump in the 
throat’ is always a “real thing” to the 
patient. The physician may not always 
find an objective cause to account for it. 
Modern methods and in 
creased knowledge of the glossopharyn 
geal and vagus nerve reflexes have been 
of invaluable help in explaining many 
of the hystericus” 
States of the past, and, finally, both the 
patient and the physician benetit as a 


sensation of 


diagnostic 


so-called “globus 


result of a balanced interpretation of the 
symptom, 
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Doctor Crart: Otitis externa, as you 
all know, is the bane of the otologist. Of 
course, there are a lot of banes in otologic 
practice, but otitis externa 1s one of the 
conditions that gives a lot of trouble both 
to the doctor and to the patient. Many 
of these patients have allergies, as you 
know. There are two main classifications 
of the disease: the contact type and the 
true allergic, or atopic, type. 


The contact type, as a rule, is due to 
various things with which the ear comes 
in contact. It may be due to drugs. The 
drug that is used in the ear canal for 
the treatment of otitis media or chronic 
mastoiditis——chronically discharging ear 

may incite an inflammatory or allergic 
dermatitis in the ear. Many other agents 
will cause a similar reaction, One very 
troublesome case proved to be due to a 
detergent used to launder pillow’ slips 
and sheets. The patient's discomfort was 
greater in the morning, a little less 
through the day, and greater again the 
next morning. Finally, when all the de- 
tergent used in the pillow slips had been 
washed out, the ear got better. There 
are many instances of this type. 
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Cosmetics are a very Common Cause of 
allergic dermatitis. Doctor Ruedemann 
mentioned this morning that this type of 
dermatitis 1s not entirely confined to the 
female sex, because in late years men 
have become more and more prone to 
use various cosmetics. One of my pa- 
tients was a young man who came to me 
with a complaint of severe eczema of his 
external ear and of his neck. It was al- 
ways on one side. He was an allergic 
individual with a history of allergy in 
his family, and it took a long time to dis- 
cover the cause of his complaint. The 
history showed that eczema always fol- 
lowed an evening spent with his sweet- 
heart. It finally became evident that it 
was due to the henna that she used on 
her hair. In their little necking parties, 
whichever ear happened to be nearest 
her was the ear in which eczema flared 
up the next morning. 


These cases are due to many different 
things, including soaps, as I mentioned 
first, and sometimes things that ladies 
use, such as cosmetics and rinses. Plastics 
and industrial agents often are the ex- 
citants, although the dermatitis may not 
result from direct contact. An industrial 
worker who handles such agents in his 
work, may not incur dermatitis on his 
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hands be ause the skin there ts tough 
and resistant, but when handling these 
agents he will scratch his nose or rub his 
eves or his ear, and the inflammation will 
be induced at one of those points per- 
haps in his ear. 


The true atopic type of allergy may be 
due to foods. Allergenic food is a very 
common cause of allergic dermatitis of 
the external ear and canal. One patient, 
a man of middle age, contracted serious 
and extensive inflammatory lesions in 
We finally discovered that 
this was due to food. Potato was the of- 
fending agent. Peculiarly enough, this is 
that | have ever had in 
which a patient was sensitized both to 
white potato and to sweet potato, When 
he eliminated 


both ears. 


the only case 


from his diet, 
there was marked improvement, 


potatoes 


Strangely enough, this same patient 
had an allergic involvement of his eves. 
We that both 


allergic manifestations were due to the 


very naturally assumed 
thing Cal allergy proved to be 
| thought that 
this was also the caus of his eye trouble. 


due to food sensitization 


and when the allergenic food was elim 
mated from his diet, | told the patient, 
“Your eyes will be all right now,” but 
they were not. They did not change until 
we approached the problem from an 
Other angle, and made a rather complete 
series of tests. We finally proved that he 
was sensitized to house dust and mold. 
Atter we placed him on treatment for 
these allergens, the condition of his eyes 
cleared Up. 


This was an interesting case in that 
the individual had two allergic manifes 
tations in separate ATCAS, each due to A 


different allergen. 


(Shde) The next slide shows a case 


of contact dermatitis due to carrings. 
This woman had an immense edematous 
swelling of the lobes of both ears which 
extended with erythema down along her 


We told her that she had to dis- 


k. 
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continue wearing a particular pair of 
earrings which were a recent gift. She 
had not had trouble with her ears until 
she wore these earrings. She discarded 
all her earrings 


MODERATOR SHAMBAUGH: should 
like to ask Doctor Craft whether he has 
any particular diagnostic procedure 
which he follows when a patient comes 
to him with an external otitis which he 
thinks might be of an allergic nature. 


Can you tell us very briefly 


DocToR CRAFT: We usually take cul 
tures and smears from the ears. We ex- 
amine the smears for eosinophils and 
bacteria There may be a secondary 
fection which will confuse the picture. 
Many of these cases are concurrent with 
secondary infections, which have to be 
cured before the allergic regimen is in 
stituted 


MODERATOR SHAMBAUGH: | should 
like to ask Doctor Craft a second (jues- 
Hon. Suppose in your investigation of 
allergies you are unsuccessful in find 
ing a specific cause. Are there any non 
Spec Measures that you apply to these 


Cases! 

dove rok Crarr: We use Various lypes 
of omtments for nonspecific relief, and 
they are helpful. Ointments to relieve 
the itching are very beneficial, Sopronal 
is one that | use a great deal. Sometimes 
hydrocortisone acetate will be very ef- 
fective. Cortisone will help a great deal. 
We don’t like to continue the use of cor- 
tisone very long at a time, but sometimes 
it is advisable. It often proves very use- 
ful over the short period of time during 
which we are investigating the specific 
CAUSE, 


MODERATOR SHAMBAUGH: | 


believe 
we have an expert on external otitis in 
the audience by the name of 


ten Sen- 


| 
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turia. Where is Doctor Senturia? Don’t 
be so modest, Ben. Would you like to 
say something about this subject? 


H. Senturta, M.D., St. Louis, 
Missouri: I really feel that Doctor Craft 
has covered the allergic aspect of ex- 
ternal otitis very nicely and his illustra- 
tions were very beautiful. 

| am anxious to hear what the audi- 
ence and this panel have to say about 
allergy in diseases of the external ear. 
The subject is wide open. I am inter- 
ested to know the incidence of this dis- 
ease. | believe that Doctor Shambaugh 
could tell us a little about this. | am con- 
cerned about diagnostic techniques. I do 
not have any tricks or methods for 
separating this group from the large 
group that we have labeled otherwise. 

Therapy, in my hands: has been un- 
satisfactory until recently. We are using 
some of the preparations that were men- 
tioned by Doctor Craft. | should like to 
hear from this panel a little about the 
use of staphylococcus toxoid, which has 
been very successful in the hands of 
some folks. 

If | can be of any help | shall be glad 
to answer questions. | 


Moperatok SHAMBAUGH: I should 
like to ask Doctor Senturia for a rough 
estimate of the proportion of external 
otitis cases, in his opinion, which have 
an allergic origin. 


Docrok SENTURIA: | see only an oc 
casional atopic case. | say that, again 
with the thought in mind that | have very 
poor diagnostic criteria for establishing 
this. We have the so-called neurogenic 
element, which in the past we have la- 
beled eczematoid external otitis. | think 
possibly we might discover that this large 
group of cases, this so-called eczematoid 
group, is really allergic and will respond 
to desensitization and use of the elimina- 
tion diet. Of course, temporary relief is 
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obtained from the use of the new hydro- 
cortisone acetate, particularly when the 
superimposed infection, which we often 
find in this type of patient, has been 
eradicated, 


MopeERATOR SHAMBAUGH : Could you 
tell us exactly how you use this hydro- 
cortisone acetate? What preparation do 
you use ; how often, ete.’ 


Doctor SENTURIA: We were very 
fortunate in receiving quite a bit of ma- 
terial for research purposes. We started 
with the 1 or 2.5 per cent hydrocortisone, 
or compound F. This is in a vaseline base 
and is applied to the area of the auricle 
or the meatus two or three times a day. 


If the lesion is more extensive and 
involves the entire ear canal in the re- 
gion of the tympanic membrane — and 
you often see allergic states and eczema- 
toid states as the result of the use of vari- 
ous medications, again as Doctor Craft 
has pointed out-—we turn to the suspen 
sion of hydrocortisone acetate in an aque 
ous vehicle. This is available in the oph- 
thalmic preparation at the present time ; 
| believe it will shortly be available as an 
otic preparation. This is a 1 or a 2.5 per 
cent hydrocortisone acetate solution, 
which may be available with neomycin, 
incidentally, and we find it of great value. 
We apply five drops to the ear canal 
three times a day with rather amazing 
results. 


MopeRATOR SHAMBAUGH: should 
like to ask Doctor House if he can add 
anything to this subject of allergic ex 
ternal otitis. 


Doctor House: | was very much in 
terested in Doctor Craft's comments be 
cause | recall a very good friend of mine 
who is unfortunate enough to be married 
to a young lady who is unable to wear 
anything in the way of imitation or cos 
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tume jewelry, so she must use sterling 
silver or solid gold, and it really creates 
quite a problem. 

| should like to make a few comments 
about the management of otitis externa 
in the office. My experience has been es- 
sentially the same as that of the other 
two speakers, namely that the cases of 
otitis externa which we can prove to be 
strictly allergic are in the minority. We 
always like to insist that these patients 
be very careful not to vet Any soap OT 
water in their ears, and we also are very 
insistent that they must not seratch their 
ears or even move the lobe of the ear. 
That serves two purposes. Not only 1s it 
helpful in clearing up the otitic irrita- 
tion, but it also the doctor Atl 
cuse 1f his treatment has not worked, be 
Cause usually when they Cote in, you can 
Say, “Have you seratched your ear at all 
since you have been here 7” 

“Well, doctor, 


while.” 


| ‘have to once na 


Then you say, “That is the reason we 
haven't succeeded.” 


| think that is all the 
to make. 


comment | have 


MopERATOR SHAMBAUGH: Doctor 


Williams. do you have anything to add? 


Docrok In our 


exper! 
ence, which agrees with that of Doctor 
Craft and the others, what Doctor (raft 
terms a strictly allergic external otitis ts 
rather uncommon. That probably is due 
to our interior diagnosti acumen, how 
ever Possibly if we had at oun disposal 
diagnostic methods such as the elimina 
tion diet, which, of course, are very time 
consuming, we might find a higher pet 
centage of allergic cases 

One very prominent cause of external 
otitis, as Dr. House pointed out, is so 
called neurodermatitis. In many of these 
cases the external otitis does not orig- 
inate as such but originates as a tendency 
toward itching of the canal. Possibly the 
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itching is an allergic symptom. But peo- 
ple, as you know, itch in various areas 
for no obvious reason. If they happen to 
itch in their ears, of course, women have 
bobby pins handy, and a bobby pin is a 
very traumatizing instrument, and the 
men have toothpicks and matches, which 
work almost equally well. 


It is important to prevent the itching, 
that 1s, to prevent recurrence of the ex- 
ternal otitis, because you can tell a pa 
tient as much as you wish not to scratch 
his ears; yet many of them say, “Well, I 
wake up at night and I find | have been 
scratching my ears in my sleep and they 
are bleeding.” Unless you tie their hands, 
they will seratch their ear s, and in adults 
that is not a very satistactory way to 
control this problem. But it is very im 
portant to control the itching 

(One of the most Important effects of 
that it will 
absolutely control itching. You can use 
either the omtment or the lotion. The 
main disadvantage of the lotion is its 


hydrocortisone ointment is 


extraordinary expense. | believe a half 


ounce contamer costs the patient live 


dollars. The preparation put up by Up 
john is also a re latively expensive prep 
when consider the 


aration. but vou 


amount of money that these patients 
have spent in traveling from one otolo 
gist or dermatologist to another, | think 


itis probably justified 


Another point that seems of impor 
tance to me is that manv of these CASES 
are those diagnosed by the dermatologist 
don't know 
what seborrheic dermatitis is and. as far 


as seborrheic dermatitis. | 
as | know, neither does the dermatolo 
gist, but he can recognize its clinical as- 
pects, particularly in women who wear 
their hair down around their ears. have 
greasy scalps, and don't shampoo very 
| believe that it 1s very Aifti ult, 
indeed, to 


often 
external otitis 
without some attention to the « alp. So 


clear up an 


we ask our patients with external otitis 
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to wash their hair with selsun twice a 
week, and for me that has been extreme- 
ly helpful in treating these ears. 

As for infection, | think that one very 
often has a combination of infection and 
allergy, and that if an allergic dermatitis 
is present for any length of time, it al- 
ways becomes secondarily infected. In 
our cultures from these ears we find that 
the organism most commonly present 1s 
a streptococcus. We have made cultures 
from several hundred ears in an attempt 
to find pathogenic fungi, and we have 
never been able to discover such an or- 
ganism. [The unfortunate thing about all 
this work is that it was done so long ago 
nobody ever remembers we did it. In 
treating these cases we try to get rid of 
the infection first. 

A high percentage of these infections 
involve the external auditory canal more 
than the concha, and the postauricular 
folds are very likely to have a pseudo 
monas organism present. As you know, 
the most effective antibiotic against the 
pseudomonas is polymyxin. | believe that 
the use of polymyxin in drops is very 
ineffective. | place a wick moistened in 
polymyxin in the ear, and | ask the pa- 
tient to drop on sufficient polymyxin at 
intervals of one or two hours to keep the 
wick continuously moist throughout a 
twenty-four hour period. That produces 
a very rapid response. Then after the in- 
fectious element ts cleared up, | use hy- 
drocortisone. 

The physiologists have found no gen- 
eral effect from the local use of hydro- 
cortisone or any kind of cortisone; so 
one need not hesitate to use it over an 
indefinite period. 


MopERATOR SHAMBAUGH: | am go- 
ing to ask Doctor Hansel to tell us about 
the use of toxoid in this very common 
and troublesome complaint. 


K, HANset, M.D., St. Louis, 
Missouri: Staphylococcus toxoid in op- 
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timal doses has two effects. It is not only 
antiallergic, but also immunologic. In the 
furunculosis cases, we have found that 
.1 of a unit, some times 0.01 of a unit, 
is very effective in aborting infection. 
We do not have to use an antibiotic par- 
enterally to attenuate the infection. Of 
course, we always use whatever local 
therapy is necessary. 

We have also noted uniformly good 
responses in other conditions. The toxoid 
is effective in any type of hair-follicle 
infection. For the allergist, it will relieve 
atopic dermatitis or contact dermatitis 
by its so-called antiallergic effect. Ap- 
parently there is a production of ACTH 
from the injection of these optimal doses. 
If the dose is too large or too small, it 
simply does not work. We have used it 
in urticaria as well as in infantile ec- 
zema, with excellent results. 

Sometimes it 1s advisable to use it in 
conjunction with antibiotics to keep up 
the antibody level. In the use of ACTH 
and cortisone, also, the toxoid seems to 
keep up the antibody level and to pre- 
vent some of the side effects. 


MopERATOR SHAMBAUGH: I should 
like to ask Doctor Hansel if the dose of 
toxoid is different for atopic dermatitis 
than it 1s for furunculosis. 


Doctor HANseL: We use slightly 
larger doses for dermatitis than we do 
for furunculosis. We have used staphy- 
lococcus toxoid also in some cases of the 
common cold and of sore throat. It has 
some anamnestic effect in that it stim- 
ulates antibodies for other types of or- 
ganisms. 

In a few imstances, the common cold 
and streptococcic infections of the res- 
piratory tract have evidenced a very re- 
markable response to staphylococcus 
toxoid. For colds in children, 0.001 of a 
unit 1s used; in the dermatitis cases, 0.1 
of a unit up to perhaps 0.5 of a unit is 
necessary, 
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The initial dosage should be small so 
as not to flare the lesion. It 1s interesting 
that the optimal effective dose if in 
creased shghtly will cause a reaction or a 
flareup, vet a still larger dose produces 
no reaction whatever. In vaccine therapy 
this phenomenon has not been under 
stood. [ft the 


verv large amounts, 


dose 1< increased even to 
if Catlses focal 
rene tion but has questionable therapeutic 


value 


ViopeRATOR SHAMBAUGH: Before we 
this subject I should like to call 
for questions from the floor 


lea\ 


McNaucut, M.D., San 
Francisco, California: What 1s the op- 
timal dose for staphylococcus toxoid and 
should 


RORER’ 


interval between 


al 


doses! 


what elapse 


Doctor Hanser: In acute cases in 
jections should be given every three or 
four days. After five days the immunity 
will 


de rease very sharply. In 


chronic cases the intervals gradually be- 


more 


come longer; i.e., five days, later in- 
creased to a week or even ten days. jut 
in the beginning the intervals should be 
no longer than three or four days. An 
attempt to increase the dose in order to 
lengthen the interval will cause the le- 
sion to flare. 


Memeer: What was the dosage you 


advised for the acute cases? 

Doctok Hanset: It depends on the 
condition being treated. As I said be- 
fore, when you are dealing with infec- 
tions, the more acute they are the less 
vou give. A weak dose would be 0.001 or 
0.0001 of a 
should be no stronger than 0.01 of a unit. 
But in dermatitis, 0.5 of a unit, and usu- 
ally less, is employed. In urticaria one 


unit, but an average dose 


or two units are occasionally given. A 
larger dose is given to combat allergies 
than is used against infections. 
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RicnaRD Barton. M_D)., 
Hills. California: the 


otitis externa. the base used in some of 


Beverly 
treatment of 
the ointments seems to be irritating. 
Could any member of the panel comment 
on the types of bases, fatty acid versus 
the carboxylic acids 


Docror SenturIA: You have touched 
On a subrect close to heart because 
feel that the vehicle used in ole1e prep- 
arations has been all wrong for many, 
many vears. | feel that the desirable ve- 
hicle for most preparations for the ear 
canal is an aqueous one and that we 
should get away from the propylene gly- 
cols and the glycerols unless there is a 
specific reason for using these prepara 
tions. Recently preparations have been 
put in aqueous vehicles, and | believe vou 
will be hearing more from the pharma 
ceutical companies about this 


lf you do desire an omtment base, and 
there are indications for oimtments, par 
ticularly for low-grade neurodermatitis, 
| think the vehicle of preference would 
be a simple vaseline, such as that im an 
ophthalmic ointment. One may obtaim 
cortisone, for example, in a plam vase 
line type base, In the seborrhe. Ly pe of 
external otitis to which Doctor Willams 
referred, | think that there ts 


to overlook the fact that we 


a tendency 
are dealing 
with neither allergic dermatitis 
fuse external otitis, 


nor dif 
nor even neurodet 

dealing 
Lyp 


matitis, but we are primarily 


with a seborrhe. dermatitis 
which iS in al separate category entirely 
made 


and which, particularly, ts worse 


by various antibiotics and various otitic 
vehicles which are presently available. | 
would urge the use of a very mild astrin 
and of 


which is most effective in reducing the 


gent hydrocortisone acetate, 


acute inflammatory state 


This should be followed by the proper 


antibiotic mdicated by the bacterial flora 
present, 
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MoperatokR SHAMBAUGH: Now we 
should summarize this discussion on ex- 
ternal otitis as our time 1s running out. 
(One more question, “Does the use of 
cortisone interfere with the performance 
of skin tests?” 


Doctor CRAFT: | can say that in my 
own experience, the use of cortisone does 
not interfere with skin 


allergic investigations. 


tests or other 
llowever, the 
possible mterference of antihistaminics 
with the development of skin tests must 
be considered, | always prefer that the 
patient not take any antihistaminic with- 
in three days of the time that he 1s going 
to have his skin tests. In the case of cor- 
tisone, | think it is generally agreed that 
it does not interfere with the tests. 
While | have the opportunity I should 
like to take issue with authorities like 
Doctor Willams and Doctor Senturia on 
the incidence of allergy of the external 
ear. We see a great many such cases. 
Doctor Williams mentioned that mold 
infection in the external ear is rare as 
compared to its incidence some years 
avo, That is true, but we do see occa- 
sional cases. The ones that | see are most 
ly in patients who have athlete's foot 
and have transferred this infection from 
their feet to their ears. In these cases we 
have found that treatment with a mold 
extract containing trichophytin, o1dio- 
mycin (monila) and epidermophytin, 
commonly called TOF mixture, is help 


ful. 


MopERATOR SHAMBAUGH: Now we 


should summarize what we have heard 
on external otitis, These cases are very 
common, Allergy is one of the impor- 
tant etiologic factors, but you will not 
find the allergic cases unless you keep 
them in mind and look for the allergen. | 
believe that the panel will agree that the 
history is probably more important than 
anything else in finding what the spe- 
cific agent is, and don't forget that the 


SHAMBAUGH, ET AL 


TRANS. AMER. 
ACAD. OF O. @ O- 
medication the patient has been using in 
his ear is a very frequent cause of con- 
tact dermatitis. 

Now, I| should like to turn our discus- 
sion to the internal ear. Time may not 
permit much consideration of the mid- 
dle ear, but in my estimation the internal 
ear is very important. Doctor Williams, 
who is an expert on labyrinthine hy- 
drops, believes that a form of allergy 1s 
probably the cause of this common con 
dition. Doctor Williams, will you dis 
cuss this topic briefly ? 

Doctor WILLIAMS: My thought has 
been that the so-called antigen-antibody 
allergy is a relatively infrequent cause of 
the disturbances of the inner car, but so 
called physical autonomic 
dysfunction, 1s the condition usually at 


allergy, o1 


fault. As far as autonomic dysfunction ts 
concerned, | feel that one might Say that 
all allergy 1s autonomic dysfunction but 
probably all autonomic dysfunction 1S 
not allergy. Be that as it may, the fun 
damental allergic reaction, whether it 1s 
on an antigen-antibody basis or due to 
some physical reaction, 1s.a typical ster- 
eotyped reaction of the peripheral vas 
cular bed, in which an arterial constric- 
tion involves the capillaries, resulting in 
anoxia. Thus the cells are injured; so- 
called toxic substances, one of which iS 
histamine, are released; the walls of the 
vessels become sticky, and intravascular 
agglutination (sludging of the blood), 
which is not a primary but rather a sec- 
ondary condition, takes place. The per- 
meability of the capillary wall is in- 
creased, resulting in localized collection 
of extracellular fluid, in this instance the 
endolymph. 

No one except Doctor Weille has as 
yet been able to examine the living lab- 
yrinth but it has been my opinion, on a 
hypothetical basis, that it is autonomic 
disintegration affecting the inner ear 
which is responsible for the symptoms 
of Méniére’s disease and for the so- 
called allergic deafness. We see many 
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patients with hearing loss who have re 
cruitment and severe discrimination loss 
for words who have not as yet had any 
symptoms of vertigo. 


| beleve that if the blood supply to the 
cochlea alone is involved. one can have a 
hearing loss without the other symptoms 


which make up the triad of Meniére’s 
disease, On the other hand. one sees oc 
casional cases of recurring attacks of 


severe vertigo m patients with no evi 


le ree oft cochlea. 


dystune tion of the 
hese two types of should be in 
\lemiere’s 


should also include those cases 


cluded 11) disease and Pos 
stbly Wwe 
of ve rtivo or dizzine Ss, not true vertigo, 
of the positional type. Although Hall 
pike has recently sugye sted that a degen- 
eration of the macula utriculi is a fre 
quent cause of positional vertigo, I be- 
leve that in some instances one sees 
positional vertigo between the attacks of 


\lemere’s 


caused by vasospasm 


disease which mav well be 


It is Opinion that the sudden 
acute attack or vertiginous crisis of 
Memiere disease Is probably due 


Va Since does net have any 
particular relationship to the rise and 
fall of hearing acuteness, So it seems 
to me that these two symptoms may be 


on a different physiologic basis. 


As far AS the treatment 1s concerned, 
if it is true, as | believe, that autonomic 
dysfunction or physical allergy is. the 
usual cause, one should try to counter 
act this condition, Of course one should 
exclude those cases which might be on 
an antigen-antibody basis. That there are 
this 


shown, particular ly by 


definitely cases of type has been 
y Doctor Sham 
baugh, who has done some very out 
standing work on this point. It is my 
opinion that these cases are the excep 
tion rather than the lf we have 
purely autonomic dysfunction to deal 


rule, 


with, we have these several conditions: 


In the first place the autonomic dys- 
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function present in Memiere’s disease 1s 
an imstance of cholinergic preponder- 
ance; therefore, one of the drugs we 
might consider using should be a cholin- 
ergic blocking drug. The one that | have 
found most effective 1s banthine or pro- 


banthine, which 1s more pleasant to take. 


Then, if 
ought to combat the spasm, and any one 


VasOSpasm one 


present, 


of the vasodilators is effective 


Keference 1s often made to histamine 


desensitization heheve that the term 


histamime desensitization should not be 
emploved in the sense that the antigen 
antibody There 1s neo 
that 


vasodilator, 


allergists use it 


such thing as desensitization in 


sense. But by the use of 
such as histamine or nicotinic acid, one 
Opens up the spasmodically contracted 
arterioles, and this tends to reverse the 


condition 


Then we have the problem of the 
extracellular fluid collections. | know 
that recently Doctor Pearlman and his 


associates have luyyeste d that imereased 
serum sodium does not have anything to 
fluid 
‘| hea work dppears to be very precisely 
vet that of Mygend and Deder 


ding, that of the group of physiologists 


do with extracellulas collections. 


done : 
at the University of Michigan, as well 
as that done by Schemm., all have also 
been very carefully done and are in con 
Vearl 


we discard forth 


tracietion to the recent work of 
| feel that before 


with the hypothesis that sodium plays a 


part in endolymphatic hypertension, this 


work should receive further confirma 


tion. 


Meniere's 


sodium diet and methods of 


lherefore in disease, we 
use a low 
acidification that can be combined in va 
rious ways Probably the most satisfac- 
tory type of acidification 1s by the use 
of ammonium salts, since they have more 
effect in producing a change in the rela- 
tive pH of the tissue fluid than even 


the mineral acid. 
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MoperkaTok SHAMBAUGH: I should 
like to call on Doctor House next. In 
the Middle West I believe Doctor Wil- 
liams 1s the person to whom the puzzling 
cases of labyrinthine hydrops go, and 
on the West Coast Doctor House prob- 
ably has as many of these people fall into 
his hands as anyone else. | should like 
for Doctor House to tell us, having made 
the diagnosis of labyrinthine hydrops, 
what he does for his patients with this 
troublesome condition. 


Doctor House: | might say very 
briefly that | throw the book at them. 
Which comes out on top and does the 
most good, | am still not quite con- 
vinced, 


First of all, one of the first comments 
| make to the average patient with a 
true labyrinthine hydrops, unilateral, is 
that I can assure him that by some means 
or other we can relieve him of his re- 
current attacks of severe vertigo. I tell 
the patient that we will try every con- 
servative means first and follow with 
surgical disruption if that becomes nec- 
essary. [his in itself seems to give the 
patient quite a psychological boost, and 
| think that that, too, is very important 
in these cases. 


We still use a salt-free diet, and then 
go into the problems which Doctor Wil- 
liams has so thoroughly covered. 


MopeRATOR SHAMBAUGH: Can you 
tell us how you give histamine to these 
patients ? 


Docror House: We give them hista- 
mine orally, 1:10,000, two drops under 
the tongue twice daily. We give them 
subcutaneous histamine, approximately 
0.10 of a cubic centimeter, 1 :100,000, 
twice weekly. We start them off rou- 
tinely if they are severe cases, with 
three injections of intravenous hista- 
mine on consecutive days. 


SHAMBAUGH, JR., ET 
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should 
like to add a few things myself. I agree 
with Doctor Williams that the specific 
allergen-antibody types of extrinsic al- 


MopERATOR SHAMBAUGH: | 


lergy causing these cases are few. In 
about 10 per cent of the cases of laby- 


rinthine hydrops we believe we are able 
to establish specific allergens as the 
cause, and one of the common causes, 
in Our experience at least, 1s cigarette 
smoke. 

| feel that smoking is an important 
factor in our cases, and we have all of 
our patients with labyrinthine hydrops 
stop smoking immediately and complete- 
ly. Tapering off is not effective. It is sur- 
prising how many of these patients are 
benefited by this very simple procedure. 

We give histamine in dilute doses, as 
Doctor House has described, but we are 
inclined to use it a little more dilute than 
he does, adjusting the dose to the thera- 
peutic response. If the patient gets a 
flare-up in symptoms following an in- 
jection, we reduce the dose to a more 
dilute solution. If he is not benefited, we 
increase the dosage. 

Are there any questions on this sub- 
ject from the audience ¢ 


Doctork STEWART, New Orleans, Lou- 
isiana: Procaine has not been mentioned 
here. | have been using it quite a bit. I 
want to know if any of the panel has had 
any success from alternating procaine 
with histamine intravenously. 


MopeRATOR SHAMBAUGH: I should 
like to call on Doctor Williams to an- 
swer that question. 


Docror WiLLIAMs: | have not used 
procaine very extensively, nor has Doc- 
tor Horton. In the cases in which we 
did use it, we noted very little effect. 

There is some doubt in the minds of 
the pharmacologists, of course, whether 
procaine 1s actually a vasodilator. | find, 
in going over the pharmacology books, 
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that there seems to be some difference 
of opinion. But | haven't had sufficient 
experience with it really to say that | be- 
lieve that it 1s, or is not, effective. Some- 


one with 


greater experience than I 
should give an opinion on this subject. 


Doctor 
House, have you had any experience 
with procaine ? 


MODERATOR SHAMBAUGH: 


Doctor House: | can only say that 
we used it several years ago when Doc- 
tor Hilger first was advocating its use, 
alternating Frankly, | 
could see very little difference one way 


with histamine 
or the other, so we have since that time 
continued to use only the histamine 


MopeRATOR SHAMBAUGH : Our expe 
rience in Chicago has been the same as 
Doctor House's, We used thy procame 
for a while. We were not convinced that 
it did any good, so we discontinued using 
it. 
helpful in some cases, but in our expe 
at least, 


does not mean that it 1s not 


rience. it Was disappointing 


\re there any further questions / 


prey H. Jones, M.1)., Vicksburg, 
Mississippi: | should like to ask on 
what basis you concluded that in cases 


due to tobaceo the cause was allergic 
rather than toxte 


MopERATOR That 1s a 
very good question. My answer would 
be that the definition of allergy is ab 


normal reactivity. 


SHAMBAUGH: 


an abnormal reaction 
A normal person can smoke cigarettes 
without getting dizzy ; if you smoke a 
cigarette and get dizzy, | would say that 
it 1s \nd that ts 
the definition of allergy. It might not be 
a strict antigen-antibody effect, but | 
think that it would tall within the defini 


tion of allergy 


ill abnormal reaction 


Any more questions ¢ 
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Joun L. Gorr, M.D., Santa Monica, 
California: May | ask Doctor 
to repeat his histamine regimen ¢ 


1 


TOR Hor Yes. We have solu- 
trons that ate made up in the othice, dilu- 
tions of 1:10,000 and 1:100,000. The 
| :10,000 is used orally as a couple of 
drops under the tongue twice daily, 
sometimes three times daily. As_ the 
symptoms improve, we begin to increase 
the intervals. At the same time our pa- 
tients receive subcutaneously Ol of a 
cubic centimeter of histamine, 100.000. 
In severe cases we begin with the intra 
venous consecutive 
days, repeating it, if necessary, after an 
interval of three to four weeks if there 
Is no improvement, 


method on three 


MODERATOR SHAMBAUGH: How of 
ten do you give the subcutaneous injec- 


tions, Doctor House 

Doctor House: They are given twice 
a week to begin with, and then gradually 
the mterval is increased depending on 
the patient's improvement, 


MopERATOR SHAMBAUGH: Are 
other questions ¢ 


there 


W. D. Werron, M.D., Dayton, Ohio: 
| should like to ask Doctor 
his intravenous dosage 1s. 


Llouse what 


KOC TOR ‘| hat dosage 275 
ltisal LO.000 solution. It 
COMES prepared, Seve ral drug 
make up this intra 
venous administration, diluted, ready to 

ls that what you use ¢ 


milligrams. 


preparation for 


MopERATOR SHAMBAUGH: The same 
thing. Any more questions ¢ 


(orto CrAMBACORTA, M.D., Newark, 
New Jersey: 


ordet this 


ls 4 question on surgery in 
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Moperator SHAMBAUGH: | think so, 
if it concerns treatment of this condi- 
tion. 


Doctor GAMBACORTA: | want to ask 
Doctor House which procedure he uses 
in the destruction of the labyrinth. 


Docrok House: We use the technique 
advocated by Kenneth Day. However, 
more recently we have been saving the 
labyrinths, and therefore we have been 
removing them totally just by destruc- 
tion with a hook, pulling them out as 
advocated by Cawthorne. At the same 
time we take bone chips and fill the fen- 
estra which we have created over the 
amputated portion of the horizontal ca- 
nal. We do not turn a skin flap after- 
wards, The bone chips seem to heal and 
to obliterate the fenestra very satisfac- 
torily. 

If you use cautery, | should like to ad- 
vise you to test it first to be sure that you 
do not have too a spark gap, 
which may cause injury to the facial 
nerve, 


strony 


MoperRAtokR SHAMBAUGH: believe 
that Doctor Day himself has now adopt- 
ed the Cawthorne pro edure, namely, 
evulsion of the endolymphatic 
from the semicircular canal. 


laby rinth 


| agree with Doctor House that it 1s 
wise to close the opening in the canal 
with bone dust. | believe there has been 
at least one fatal case of meningitis, due 
to infection entering the labyrinth 
through this opening. The patient de- 
veloped otitis media sometime after the 
operation, So it 1s wise to close the open- 
ing with bone dust, which will organize 
and save the patient from this danger. 

We should now go on to the subject 
of allergy of the middle ear. | should 
like to Say just a word about it myself, 

We beheve that allergy 1s an extreme- 
ly important factor in the very common 
condition of secretory otitis media, espe- 
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cially when this condition is recurrent or 
chronic, and when fluid continues to 
form in the middle ear despite inflation 
and paracentesis. We feel that a great 
many cases of the benign type of chron- 
ic suppurative otitis with mucoid dis- 
charge are also allergic. When we ex 
amine these patients we look for eosino- 
phils in the aural and nasal secretions. 
We don't always find them, but we in- 
vestigate the allergic factor in_ these 
cases, especially if there 1s an associated 
nasal allergy. 

In most of the cases the cause 1s al- 
lergy to dust, and in our experience the 
patients well to dilute dust 
therapy, according to the Hansel tech- 
nique, 


respond 


Would you like to say anything about 
this, Doctor House ¢ 


Doctor House: | Can only add that | 
agree in substance with what Doctor 
Shambaugh said. | should add one more 
type-—-a pure edema without the collec- 
tion of fluid. these patients, 
especially those with noses affected by 
allergens will very frequently complain 


Some of 


of a persistent fullness in the ear, often 
associated with tinnitus, which | would 
assume to be caused by mucosal edema 
and pressure within the middle ear. 

| might say that in my experience 
most patients with allergic manifesta- 
tions in the middle ear have exhibited 
associated allergic rhinitis. If there is no 
history of nasal allergy and the nasal 
symptoms are not suggestive of allergy, 
then relatively seldom do we find allergy 
in the ear. 


MODERATOR SHAMBAUGH: should 


like to call on Doctor Williams. I believe 
you do not do your own allergic studies 
and management (which | think is a 
mistake ), unless you have started to do 
them recently, Doctor Williams. | should 
like to call on you to tell us whether in 
your experience the specific antigen- 
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antibody type of allergy is important in 
secretory otitis Or suppurative otitis. 


Wittrams: believe that 


they are very important in suppurative 


occasionally im acute 


suppurative otutis media. | remember 


very definitely a patient of mine who got 


an exacerbation of acute miastoiditis, 
with fever and pain and_ tenderness, 
every time she went to Arizona for a 


vacation, and she was rapidly relieved 
by the use of antihistaminics. That is, the 
inflammatory reaction subsided. 

| remember another patient with se- 
vere diabetes, who had a very persistent 
infection which was not controlled in the 
slightest by the antibiotics until one of 
the antihistamine drugs was added. 

| feel that in some of these acute in- 
flammatory cases which are resistant to 
ordinary types of therapy, there might 
be an allergic factor present. 
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{ certainly avree with Doctor House 
and Doctor Shambaugh with regard to 
the chronic cases. As far as serous otitis 


media is concerned, | have seen, as 
everyone has, a great number and have 
routinely examined for eosinophils the 
serous fluid which was withdrawn from 
the ear. As yet, | have found no eosino 


phils present. 


Clinical test with the antihistamine 
drugs has not shown any ameliorating 
effect on those cases of otitis mecha | 
don't know whether to call them serous 
or not--in which there is a gooey, sticky 
fluid in the middle ear. I will agree 
that in this mucoid type of serous otitis 
media one can find eosinophils in the 
secretion, and these CASES probably are 
due to allergies. But in the pure serous 
type | am not at all convinced that the 
allergy has anything to do with the con- 
dition, 
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Moperatok A few impor- 
tant points with relation to allergy in the 
middle ear were not brought out im the 
first panel discussion. We shall there- 
fore continue the previous discussion in 
order to show that in nasal allergy there 
may be tubal obstruction which also in 
volves the middle ear. | Doc 
tor Derlacki to open the discussion on 


shall ask 


allergy of the eustachian tube and the 
middle ear, 


(Slide) The first 
case represents the type of child we see 


1 deve TOR ACKI: 


so frequently in our practice, for whom 
we can do real preventive medicine. 
Many of these patients have been ne- 
irreversible — pathologic 


glected, and 


change develops if something construc 
tive isn't done. 


This eight-year-old child came to us with 
a marked hearing loss which was rather con- 
stant over a period of at least five to six years. 
He also had chronic nasal symptoms, stuffiness, 
postnasal discharge, and the usual history of 
frequent head 

Our examination showed a retracted drum 
membrane but no fluid. That was hard to be- 


called colds 
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leve when we saw the audiogram. I have nev- 
er noted a conductive hearing loss as low as 
in this case with no fluid that could be demon- 
strated either by 
ation and 


paracentesis alone or by in- 


paracentesis 


In the left ear the attic was 
condition to which 
in hus articles on allergy of the middle ear. If 
permitted to retraction may 
result in 


retracted, a 
lordan has called attention 


continue, such a 
cholesteatoma 


There was a fair amount of adenoid tissue 


on one side 


The treatment of this case prior to thre 


when we first saw it consisted of the use of 


the usual antibiotic agents—in fact, practically 
every one of them—also nasal medications, 
nasal suction, Proetz displacement and irr 


gation of the sinuses. The usual symptoms per- 


sisted in spite of} these local treatments 

We made a series of intradermal tests. This 
was an unusual case because ordinarily skin 
tests tor toods are not informative. Here 


was an instance in which we actually had some 
chimically significant skin reactions to foods 
(Slide) That is a milk reaction with a 3 plus 
A rice test and an egg test also wave strongly 
reactions Actually rice and egg 
proved to he food The 
skin test for dust also produced an immediate 
clinieal 


positive 


minor sensitivities 


response 
(Slide) 
made in 


This is the first audiogram we 
studying this case. The red line is 
the graph for the right ear; the white, for 
the lett ear. The postinflation audiogram is 
the dotted line above in the same colors. There 
was a marked change when inflation was used 
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The history of year-round difhculty, both 
winter and summer, pointed to a severe food 
allergy, at least, or to a food allergy combined 
with an important inhalation factor 
The early dust 


a signifi ant and 


attempt at control ot the 


sensitivity alone resulted in 


maintained improvement, although still not up 


to a normal level \tter satistactory control 
ot the nasal allergy by dust desensitization, 
adenoidectomy was performed and radium 
therapy applied to the left tube. (We use 
radium not more than once or twice a year 


and thet only as 
children. ) 


a booster on some allergic 
However, this patient attended a 
ifter initial was 
milk, and suffered a 


camp these Rains, 
vallons of 


relapse 


ted literally 
con plete 

(Shde) It was not until the milk sensitivity 
was definitely discovered and controlled that 
this type of hearing result was obtained. More 
important, however, was the complete disap- 
rather marked left 
had enough desqua- 
it to have the foul smell of 
a typ. al cholesteatoma. 


| 
which already 


mated material in 


traction, 


| feel that this 1s 


ot middle ear Case 


an important type 
which should not be 
neglected. So many of these patients are 
subjected to endless therapy including 
anti- 
bioty S, and lon al suction of the nose, but 


tonsillectomies, adenoidectomies, 
if the underlying factor 1s not discov- 
ered, nothing is done permanently for 


the child 


Moperatok HANseL: It is important 
to recognize nasal allergy in connection 
with deafness. A few years ago, when 
radiation of the nasopharynx was com 
monly employed, we found that most of 
the patients so treated had allergies and 
that discomfort in the nasopharynx was 
due to an allergy and not to lymphoid 
tissue proliferation. So it 1s important to 


make the proper diagnosis. 


Joun L 
Texas: 


Borcess, M.D., Waco, 
Skin tests in the food group ac- 
count for less than thirty foods. Is that 
more OF less routine 
Moperator Hanser: That is just 
routine. They use more in some cases. 
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Doctor Do you use the rou- 
tine list all the way through ¢ 


DERLACKI: lst 
sents the most common tv xls eaten, and 


Doctor repre- 
most of the food sensitivities which are 


yong to be clinically significant are 


these Staple foods, \nybody who 
has taken Rinkel’s course, or who has 
done any reading on food allergy, knows 
that there 1s a group ot perhaps ten to 
fifteen foods which account for 95 per 
food Corn, 
wheat, eggs, and milk lead all the rest, 


and then come some of the others. 


cent of the sensitivities 


such 
as cottee, chocolate. white potato, heef 


perhaps, and pork, but we tind that there 
is very seldom a need for more than 
twenty to thirty skin tests for foods 


MopeRATOR HANSEL: Now we should 
continue with another subject. Lhe next 
speaker should like to call Upon is lr. 
Francis Davison, who wall discuss some 
of the bronchologr 
Doctor 


a pects ot allergy. 


Davison has had a great deal of 
experience with bronchiectasis and some 
of the other diagnostic proble ms which 
are constantly encountered by the bron 
choscopist. It is Important that allergy 
always be considered as part of the dh 


agostic problem in bronchology 


LJAVISON | should like to SAY 
a few words about bacterial allergy. The 
subject 1s not much talked about, and 
with your permission | should like to 
present some case reports that illustrate 
the relationship of bacterial allergy to 
food and inhalant allergies. 


There are two types of patients with 
bacterial allergy and bronchopulmonary 
troubles which are sent to the bron- 
choscopist. (One is the person who has 
actual infection in the tracheobronchial 
tree; he wheezes and his sputum is yel- 
low. The other type is illustrated by this 
patient (slide) with a mass in her tra- 
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cheobronchial tree but no actual infec- 
tion there. Her infection was located in 
her sinuses. 


The key point of interest in this case was 
the tact that the patient had had severe asth- 
ma for many years. It was intermittent and 
was never due to bronchial infection. She had 
an inhalant allergy and had had severe reac- 
tions to dust and animal danders. She also had 
food allergies, and she knew the offending 
foods to be fish, ice cream, milk, chocolate, 
and pork 

This is the only patient I have ever seen 
who had strong clinical sensitivity to mice. 
She could tell if there was a mouse anywhere 
in the house 


The patient came under my care because 
of her sinus infection. A’ roentgenogram 
showed clouding of the right frontal ethmoid 
and antrum, with normal sinuses on the left. 
A large amount of foul pus was washed from 
the right antrum. For treatment, a right in- 
tranasal antrostomy was performed, and the 
patient was given fortified duracillin and 
streptomycin. 

She made the statement that her health was 
better than it had been for five years. I sus- 
pected that she had had sinus infection longer 
than the clinical story indicated 


This case is well described by Hal 
Davison in Abrahamson’s book on the 
summation effect of foods and inhal- 
ants and bacterial infection. Of course 
we should always consider also emotion 
and turmoil. But this patient said she 
had no asthma even with houseclean- 
ing. In other words, after the infectious 
part of her trouble was cleared up, she 
could even tolerate a fair amount of ex- 
posure to dust. They say it is much more 
difficult to relieve asthma due to foods 
than it is to relieve asthma due to inhal- 
ants. Another interesting thing about this 
case was that after the sinus infection 
was cleared up, the patient reported that 
it was much easier to detect the allergenic 
foods. So for me this case was very im- 
portant in illustrating the principle that 
I have just mentioned. 


Moperator Hanse.: What has been 
your experience in the relationship be- 
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tween bronchiectasis and asthma’ A few 
years ago Waldbott made the point that 
bronchiectasis 1s really not a common 
complication of allergy; yet Kibler in 
Arizona, who has had a great deal of 
experience with allergy, reported a few 
years ago that bronchiectasis was very 
commonly associated with asthma. My 
experience 1s that true bronchiectasis has 
not been commonly associated with 
bronchial asthma. 

Do you want to make a few remarks 
about that ? 


Doctor Davison: experience 
agrees with that of Watson and Kibler, 
that the incidence of allergy in patients 
with bronchiectasis is rather high. In 
my series, it is about 66 per cent. That 
is to say, the bronchiectasis was due di- 
rectly to allergy. 

My reasoning has been as follows: 
The allergic person reacts excessively 
to any stimulus, including infection. So, 
at the time of the acute bronchopul- 
monary infection there is an excessive 
edema of the bronchial mucosa. There is 
poor drainage, a retention of secretion, 
and much more destruction of pulmon- 
ary tissue. The end result is bronchiecta 
SiS. 

That is my interpretation of the high 
incidence of allergic constitution in peo 
ple who have bronchiectasis 


MopeRATOR HANSEL: These various 
statistical observations are probably dis- 
torted because the doctor whose practice 
deals with allergies and who sees very 
many cases of asthma does not frequent 
ly encounter bronchiectasis as a com 
plication, but the one who sees a lot of 
patients with bronchiectasis 1s going to 
be able to single out the allergic ones 
from those who are not allergic 


Ropert M.D., New York, 
New York: May I ask the doctor wheth- 
er he defines bronchiectasis on a saccu- 
lar basis 
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Docrok Davison: | never make that 
division of bronchiectasis without con- 
firmation by bronchograms. 

Doctor That is true. but 


still on your bronchograms do you look 
for sacculations or are you content just 
any increase in the diameter of 
bron- 


to Say 


the terminal bronchi constitutes 


chiectasis 
ruest 


| must apologize for being a 


and intruding 


HIANSEL: 
Won't 


MoDERATOR We are very 


glad to have you you come up 
to the mu rophone ¢ 

DocrokR As allergists, this 
problem has become very acute for us in 
the last 
lished in the 


Medical Association indicating that there 


vear or so. A paper was pub 


Journal of the American 


iS a great incidence of bronchiectasis in 
asthma. At Roosevelt Hospital, over a 
thirty year pe riod of caring for patients 
with asthma, our experience with bron 
chiectasis had been practically mil. So 
we got very busy and began to do bron 


chograms routinely, particularly on 
asthmatic patients with evidence of sec 


ondary ction 


The only 


“What 


answer to the situation ts, 
bronchiec 
" If you are going to say that any 


does define as 
tasis 
terminal enlargement of any type, longi 
tudinally or horizontally, is bronchiecta 
sis, vou are going to find a very high in 
cidence because every patient with in 
fected asthma will show an accentuation 
of his bronchial markings on roentgeno 
grams, and any contrast medium will in 
dicate that there is relative enlargement. 
However, in our opimon that does not 
and the 
of the lournal article has since 


the published Statement 


constitute bronchiectasis. 
retracted 


| feel that it is extremely important 
from the standpoint of this gathering of 
nose and throat Spe ialists that the opm 


author 
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ion be very definitely stated that the in 
cidence of the Lype of bronchiectasis for 
which we would do pulmonary surgery 
is extremely small. This does not mean, 
however, that we do not tind terminal 
filled with 


which must be considered from 


bronchi various mucous se- 
cretions, 
a therapeuti pont of view. But | think 
it is a little radical to say that the inet 
dence of bronchiectasis, as such, 1s very 


high in asthma 


MoperaATokR HANseL: Thank you, Dr. 
(Chobot. Let's continue with some other 
Walter Ma- 


phases of allergy by Dr. 
loney 


DoctoR MALONEY: In organizing my 
thoughts on this subject and in talking 
with the other panel members | decided 
to mention just one or two angles of this 
We have been discussing bron 
and | 


subject 


chiectasis, and Doctor Davison 
both agree that you don't make a diag 
nosis of bronchiectasis without bron 
chography. In the allergic patient, a cer- 
tain amount of risk 1s entailed in bron 
chography. We have all sorts of appre 
hensions about using an oil to make 
bronchograms of such a patient. The 
new preparation, dionicil, which 1s a sus 
pension of a nonabsorbable iodine mix- 
ture, relieves a great deal of our worry 
on that score. It gives excellent broncho 
yrams, and it is not absorbed; for the 


patient who is sensitive to many things, 


that 1s important. 


\s to the that 
used for bronchoscopy, | think we are 


local anesthetics are 
fortunate now to have xylocaine, which 
is an excellent tracheobronchial local an- 
It deo 


standard drug. 


esthetu not equal or surpass my 


which 1s cocaine, but mm a 
ay 
asthma and in whom reactions are 
anticipated, | think we 


use whatever drug 


patient with allergies, who have 
to be 
are obligated to 
vill give us a Satis- 


factory anesthesia and 1s the least toxic. 
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In my estimation xylocaine, 2 per cent, 
is an effective, safe anesthetic to use lo- 
cally. 

We are talking in terms of the acutely 
sensitive individual. For the 
which treatment 


average 
your has not 
been satisfactory, or when you suspect 
that you may be dealing with something 
other than bronchial asthma or bronchial 
allergy, diagnostic bronchoscopy is defi- 
nitely indicated. | differentiate between 
therapeutic bronchoscopy in an emer- 


and diagnosti bronchoscopy. In 
my estimation, a little more thorough lo 
cal anesthesia is warranted in diagnostic 
bronchos Opy. lor those cases | use 
caine into the pharynx and larynx, and 
then add xylocaine into the tracheobron 
chial tree. 

| believe that it is important to realize 
when bronchoscopy is indicated and 
when it isn’t. The physician’s reaction to 
the use of bronchoscopy diagnostically 
and therapeutically in chronic bronchial 
asthma ranges anywhere from enthu 
siasm by those who are using it correctly 
to an apathetic shrug of the shoulders by 
those who just don’t give a darn: I 
think they don’t give a darn because they 
have used it in the wrong cases. We have 
to remember that bronchoscopy is used 
diagnostically to rule out other lesions, 
and it is used therapeutically to relieve 
bronchial obstruction. Unless you can 
do one or the other, bronchoscopy is of 
no value and should not be used. 


Moperator HANseL: Would either 
Doctor Maloney or Doctor Davison like 
to say something about bronchostenosis 
in asthmatic cases? A few years ago 
louis Prickman reported that broncho- 
stenosis 1s fairly common in_ patients 
with asthma and should not be over- 


ke 


Doctor Davison : | am glad that Doc- 
tor Hansel brought up this question, be- 
cause in my opinion, while this situation 
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Is not frequent, it does occur and we 
should diagnose it. 

| had a patient about three or four 
months ago W ith recurrent bouts of fever 
and acute asthma. This had been going 
on for four or five years. The 
roentgenograms at the time we 


chest 
saw the 
patient showed pathologic changes which 
signified a very marked stenosis of the 
right bronchus, narrowing it to three or 
four millimeters. 
why, 


So it was easy to see 
little infection, that 
brome hus would close compl tely. In my 
experience, a diffuse narrowing of the 
bronchi 1s a more frequent situation. 


Vive) | 


MopeRATOR HANSEI thank you, 


Doctor Davison. 

We will now take up the subject of 
the nose and paranasal sinuses, with 
the idea of pointing out the importance 
of making a diagnosis of allergy, of in- 
fection, or of the combination of allergy 
and infection. 


Recently we have found that bacteri- 
Ologic studies are most important when 
complicating infection 1s present, We 
must know which organisms are pres- 
ent. The patient may need an antibiotic, 
so we must be able to make an accurate 
selection of the proper one. 

Doctor Goldman, will you discuss this 
subject 

Doctor Goldman will show a_ few 
slides which will illustrate some diag- 
nostic points. He has been particularly 
interested bacteriologic procedures 
in otolaryngology. | think more of us 
ought to pay particular attention to such 
procedures, 

In treating patients with allergy the 
common cold is always an ever-present 
complication, so we must be careful to 
recognize it when it is present. 


Doctor GOLDMAN: It has been my 
impression, in dealing with this problem, 
that we are always faced with a difficult 
issue in making a diagnosis. I always 
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consider allergies of the nose under the 
broad term “vasomotor rhinitis,” and un 
der this term | include all types of hy 
persensitivities ; that 1s. hypersensitivity 
to emotion, to fatigue, to climatic con 
ditions and to physical conditions. Be 
hind all this there is one common factor 

the hereditary factor 


The method for diagnosis that | have 
used in the prast has included direct ex- 
amination of the nose and taking the 
history, after which a conclusion was 
reached. It seems to me that this has been 

very maccurate method for reaching a 
diagnosis, for it is almost impossible to 
tell what Ly px of nasal process 1s going 
on just by looking at the nose and secre- 
tion. Secretion 1s a common factor in all 
these conditions, and through it we can 
reach a precise diagnosis. We therefore 
that 
be examined carefully both cytologically 
and bacteriologically, 


recommend secretion in the 


nose 


It has been lipression the 


course of many vears, after examining 
many patients and washing out the sinu 
that cannot 


tell from the gross appearance of secre 


ses ot one 


Inany patients, 
tion whether one is dealing with a vaso 
motor infectious process. 

| should like to present to you some 
information which is the basis for diag 
nostic criteria which we have presented 
in the past and to indicate to you how 
these diagnostic criteria can be used to 
differentiate 


between the nasal 


toms of allergy and of infection. To bye 
sure, the large proportion of nasal prob 
lems lies in vasomotor disturbances. yet 
if you would analyze carefully the ex- 
perience of Mest doctors. beheve you 
would find that most patients are being 
treated for infection for the simple rea- 
son that secretion is present in the nose 
or that a certain kind of yellowish thick 
secretion, which is taken as 
washed out of the sinuses. 


pus, 1s 


Compilations have been made of many 
examinations made on the flora in the 
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nose of the normal adult, of the normal 
child, and of the patient suffering from 
vasomotor rhinitis. examination of these 
data will show that the normal nose of 
adults and the nose in cases of vasomotor 
rhinitis rarely contain pathogenic bae- 
clean, if 


teria, The nose 8 a relative ly 


not stertle, field. which explains why the 


rhinoplasti has been able to 


accomplish as much as he has with so 
few complications. The normal nose does 
contain certain bacteria, but in very small 
numbers. You may make a smear of the 
secretion of a nose that ts normal and 
you wont be able to demonstrate these 
bacteria. But organisms like the Pneu 
MmOcoccus, Streptococcus hemolyticus, 
and Klebsiella pHneumoniae are not found 
in the nose; and others, when present in 
the nose, appear in such small numbers 


that they cannot be found on smears 


| would like to call your attention to 
the high ineidence of sterile nasal eavi 
146 
in adults, and in children 16 out of 50. 
rhinitis, 18 of 64 
presented sterile nasal cavities. It hap 


ties in normal persons 33 out of 


In vasomotor CASES 
pens that the antibacterial factor in the 
nose 1s sufficiently elfective to keep the 
bacteria of the nasopharynx from en 
tering the nose. | have always considered 
the nasopharynx as the source of nasal 
infection of tract. In 
other words, infection occurs in the nose 
break 
down in the nose and the bacteria come 
The 


tracheo 


the respiratory 


when these antibacterial factors 
forward from. the nasopharynx 
happens in the 


bronchial tree. 


thing 


Sallie 


In contrast, a study has been made of 
the flora in nasal and sinus infections 
using recent methods in microbiology. 
Consistently, we found pathogens as the 
cause of these infections. You may be 
interested to know that the Pneumo 
coccus and Staphylococcus aureus are 
the most common infective agents in the 
nose and sinuses. 
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(Slide) Analysis of these studies and 
experience over the period of the last 
six or seven years has permitted us, | 
believe, to indicate the pathogens or 
micro-organisms in the upper sinuses. 
The first group are usually pathogenic 
when they are found in very small num 
bers in the nose. Just the mere finding 
of one of these species indicates that in- 
fection is present. In this case, Diplococ- 
cus, Pneumococcus, Streptococcus hem- 
olyticus, Hemophilus influenzae and 
Klebsiella pneumoniae were all present. 

The next group of organisms have 
been found in moderate numbers; in 
other words, you are going to find these 
in the smear or on the blood-agar plate 
in moderate numbers — Staphylococcus 
aureus and Streptococcus viridans. 
Staphylococcus aureus is found in the 
normal nose, but only in small numbers, 
and it can be found with din.culty on the 
smear, In cases of infection, it is found 
very easily. Staphylococcus albus and 
Staphylococcus aureus B when found in 
the nose in large numbers usually indi- 
cate some activity in the nasopharynx. 
This can be used as a diagnostic cri- 
terion, as | will show in a few moments. 

The rhinologist has a big role to play 
in getting accurate bacteriologic reports. 
He cannot send the patient to a labora- 
tory and expect accurate information ; 
the technician will put a swab in the nose 
and will be more likely to get a pharyn 
geal secretion than a nasal secretion. If 
you wish to culture from a 
small amount of secretion, it 1s neces- 
sary to obtain that secretion from the 


secure a 


precise area, The rhinologist can do this 
best with a platinum loop under direct 
vision. However, if there is a large 
amount of secretion in the nose, or secre- 
tion that is irrigated from the sinuses 

and that must be done regularly if you 
want to get accurate information—-a cap- 
illary pipette should be used to obtain 
the material. Then the secretion—and | 
must use the word secretion because it 
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isn’t pus—is inoculated routinely on 
agar plates. This is not research, it 1s 
just a study. At the same time smears 
are made for study and stamed with 
Wright's Han 


sel’s stain. 


stain, (sram’s stain. or 


What diagnostic criteria does one use 
in interpreting bacteriologic data’ First, 
are the micro-organisms pathogenic or 
nonpathogenic’ Second, are there many 
micro-organisms ¢ Infection implies mul- 
tiplication and propagation of bacteria. 
In cases of vasomotor rhinitis there are 
not many bacteria in the nose; they do 
not propagate. 

Cytologic elements may be correlated 
with the pathogenesis. Large amounts of 
mucus are present in the vasomotor case 
but absent in the infectious case. The 
presence of eosinophils in very large 
numbers only, 50 per cent or more, 
seems to signify vasomotor rhinitis; in- 
fectious CASCS will show 5. LO or 15 per 
cent eosinophils, which has no signifi- 
cance. In the normal nose we find only a 
few nonpathogenic micro-organisms and 
very few polymorphonuclear and endo- 
thelial cells. 

In vasomotor rhinitis and sinusitis 
that includes specific allergy, of course— 
we find nonpathogens in small numbers. 
The very few, 
micro-organisms and a large amount of 
mucus. There may be eosinophils; but 


smears show no. or 


we may find only polymorphonuclear 
cells. 

In nasosinus infections, pathogens are 
found in large numbers on the agar plate 
and blood-agar plate. Micro-organisms 


are present also and can be easily seen. 


There is some mucus and usually only 
polymorphonuclear cells. 

One of my patients complained of 
great difficulty in breathing, nasal dis- 
charge, and a persistent cough. [he in- 
tranasal mucous membrane was edema- 
tous and hyperplastic. A roentgenogram 
showed a fluid level in the maxillary an- 
trum. Irrigation of this antrum yielded 
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a thick, milky fluid, which we expected 
to be a purulent exudate. But the smear 
of this exudate showed a large amount 
of mucus, 40 per cent eosinophils, very 
few polymorphonuclear cells, and no 
bacteria. The culture was sterile. This 
was done repeatedly, and the findings 
were always the same. Repeated irriga 
tion of the antrum cleared it of the secre 
tion. The cough stopped. However, this 
case must be considered a vasomotor 
maxillary sinusitis, not an infectious 
process. In the past, the search for foci 
of infection has created aA confused prob 
lem. Many cases, such as this, have been 
erroneously handled because they were 
considered to be infee tious when actual- 
ly they were due to allergy. 

ur problem is not only to make a di- 
agNOSIS but to pres ribe accurate ther 
apy, and today, with all the facilities at 
hand, it 1s a mistake to prescribe anti- 
biotics indiscriminately. Not so long ago 
we tried to determine the percentage of 
diagnostic error when patients were 
given antibiotics indiscriminately, say 
for streptococcic infection, and the figure 
for (sram-negative infection of the nose 
and sinuses was well over 50 per cent. 

Today antibiotic disks are available, 
which within forty-eight hours after 
the patient 1s seen in the office will de- 
termine the precise antibiotic to which 
the micro-organism is sensitive. Staphyl- 
OHCOHC 1, for example, are known to be in- 
sensitive to penicillin, dihydrostreptomy- 
cin, and polymyxin. There is great varia- 
tion in staphylococci; the lack of sensi- 
tivity to penicillin in some strains is well 
over 60 to 70 per cent. 

At any rate, the problem aS I see it is 
first to differentiate the vasomotor dis 
eases from the infectious diseases of the 
nose, and this can be done accurately 
only by bacteriologic and cytologic meth 
ods. If one is dealing with an infectious 
case, one should determine the sensitivi 
ty of the micro-organism to antimicro 
bials. 


Doctor DerLAckt: | want to ask Doe- 
tor Gsoldman a question | am sure that 
most of you in the audience, and that 
includes mie, do not make as careful bac 
teriologn and cytologic studies as Doe 
tor Goldman does. Th question that 1s 
asked very frequently of those of us who 
try to cover this subject for various 
courses 18, “O)f the cases of climical s1 
nusitis seen in your office (that 1s, pre- 
senting a condition in which there are re- 
tained secretions in the sinus), what 
percentage would you estimate to be due 
to allergy primarily ; what percentage to 
infection?” Of course | realize that all 
the cases which we classify as allergy 
primarily can have superimposed se 
ondary infection. 

Doctor Goldman has done this type 
of study for so long, | wonder if he 
could give us an estimate. Our impre- 
sion from our own practice has been that 
somewhere between 70 and 90 per cent 
of cases of clinical sinusitis have been 
allergic chronic sinusitis compared to 
10 to 30 per cent due to infection 


Doctor GOLDMAN: When we discuss 
this subject it is always important to be 
sure that we understand each other and 
that the proper terms are used. Doetor 
Derlacki used the term all ryic rhinitis 
| don't know whether he refers to the 
atopi type As | said before, | consider 
the term vasomotor rhinitis as more ap- 
propriate to cover all Ly pe sot hypersen- 
sitivity. 

| must say that in my experience with 
this group, Cases of the atopic type due 
to an antibody reaction comprise a very 
small percentage. However, the number 
of cases comprising the vasomotor rhin 
itis group 1s far greater than that com 
prising the infectious group. | would 
estimate that 60 or 7O per cent of cases 
may be in the vasomotor yroup., ¢ ertainly 
in office practice the majority of CASCS 


in which secretion 1s present in the nose 


J 
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or washed out from the sinuses are due 
to a vasomotor hyperactivity of the mu- 
cous membrane rather than to infection. 


MopeERATOR HANSEL: 
Doctor Goldman. 


| should like to add that acute and sub- 
acute infections are always coming into 
the picture when you are dealing with al- 
lergic patients. The first time you see a 
patient with polyposis and there is sup- 
puration, a smear will show 4 plus neu- 
trophils. You must assume that the in- 
fection is acute, or subacute, until you 
are certain that it is a chronic suppura- 
tion, because if the patient has a sub- 


Thank you, 
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acute infection, the cytologic picture will 
change from the neutrophilic back to the 
eosinophilic state. 

Incidentally, the duration of the infec- 
tion 1s important. For example, a patient 
who has a nasal infection persisting for 
four to five weeks from the time of on- 
set needs an antibiotic and perhaps an 
antrum washing, a displacement, or 
some other type of procedure to elimi- 
nate the infection. One must not make 
the mistake of treating the allergic pa- 
tient for allergy when he has infection ; 
neither should a patient be treated for 
infection when his discomfort is caused 
by an allergy. 
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Moperator HANSEL: Our discussion 
of the treatment of allergy will be lim- 
ited to the subject of ACTH and corti- 
sone. | feel that this is very important 
and very timely. We should like to know 
Sore thing, perhaps, about what has been 
done \CTH and both 
parenterally and locally. We have had a 
great deal of experience in the use of 


with cortisone 


ACTH and cortisone in some very se 
vere cases, probably more frequently in 


cases of asthma than 


In cases of nasal 
allergy. Some patients with asthma have 


\CTH or and it 


has resulted in complete disappearance 


been given cortisone, 
unless the 
continued, 
recurrence of 


of nasal polyps. However, 


ACTH or 
there 
polypoid tissue. In 


cortisone were 


Was lapse and 


some instances we 
were able to sustain good results by con 
ventional therapy, such as injections of 
dust, elimination of foods, and adminis 
tration of toxoids. 


In some cases in which the improve 


ment was very dramatic, we had diffi 
culty in sustaining the result with a 


maintenance dose that was free of side 
well 
with a dosage that does not produce side 


reactions patients do very 
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reactions but others do not. It ts impor- 
tant when giving a course of ACTH or 
cortisone to keep up antigenic stimula- 
tion with whatever you are using, wheth- 
er it is house dust or the toxoids, which 
stimulate antibody production and which 
have some nonspecific effect 

In some cases of masked food allergy, 
in Which the skin tests have been nega- 
tive and the dietary manipulation has not 
been success ful, the HOTS pee itic elfect of 
the toxoid appears to increase food tol 
erance. In some instances, the results 


have been most gratifying 


More recently a number of prepara 


tions have been introduced for local use 
that of you 
have probably already had considerable 
experience with them. Personally | feel 
that it 1s 


hvdrocortisone into a nose 


in the nose. | know mans 


a mistake to try to imtroduce 
that 1s com 
pletely filled with polyps. Hydrocortisone 
may be given parenterally so that the 
polyps will recede, or conventional al- 
lergic therapy may be maintained until 
there has been some IMmiprovement, Then 
hydrocortisone ray be used lon ally 


In those cases in which the nasal 
polyps have been removed, when hydro 
cortisone 1s used after the Operation, it 
be applied to the mucosa dire tly and 


is more likely to give a sustained result. 
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In cases of polyposis one must use some 
means of getting the therapeutic agent in 
contact with the mucous membrane. 
Most preparations include an antihista 
mine or some type of vasoconstrictor to 
open the nose, so that the agent may 
come in contact with the mucosa. I 
should think that perhaps it would be 
better to use a vasoconstrictor first and 
then to use a pure hydrocortisone rather 
than to combine the two, because the 
medication 1s not going to enter the nose 
until the mucosa has been shrunken. 

()ne must also be careful not to intro- 
duce the problem of irritation of the 
nasal mucosa from nose drops, 

Doctor Youngerman, you have had 
some experience with hydrocortisone. 
Tell us in just a few words what you 
have been doing and what you are going 
to do. 


Doctor YOUNGERMAN : We have been 
using some of the hydrocortisone-alcohol 
preparations, with varying results. | 
would concur with Doctor Hansel that in 
cases of nasal polypi, hydrocortisone 
applied locally is of no value at all. 

We have found it of value in cases of 
vasomotor rhinitis in which the patient 
had only a mild form of allergy. We 
have found its use desirable in conjune- 
tion with desensitization therapy. Per- 
haps patients have become accustomed 
to medication applied locally in the nose. 
My feeling is that we should be entirely 
temperate, as Hansel has said, and in 
our work now we are using hydrocorti 
sone in entirely different dilutions, as 
high as 25 per cent when there is con 
siderable irritation. We start with 1 per 
cent, and we use it without any vaso- 
constrictor, We also use hydre wortisone 
acetate after shrinking the mucosa of the 
nose. | believe that the market will soon 
be flooded with vasocortisone, nasal 
spray packs or similar products, and | 
would be cautious about using them rou- 
tinely as treatment for colds and minor 
irritations, 
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Moperatok Thank you, 
Doctor Youngerman. | am sure that you 
quite agree with me that cortisone and 
ACTH do not cure allergic conditions. 
They are used for symptomatic relief 
or as a preliminary procedure, and 
should be followed by other convention- 
al types of therapy. 


| have the general feeling that the 
response on the part of the patient to 
immunization procedures is much better 
f ACTH 
or cortisone. Courses of treatment may 
be given from time to time for short in- 


after he has had a short course o 


tervals, especially in cases in which 
there 1s a great deal of difficulty in ob- 
taining satisfactory results by conven- 
tional methods. 


Doctor Me(rsannon. would you like to 
make a few remarks’ Have you had any 
experience with ACTH and cortisone ? 


Doctor McGANNON: [| haven’t had 
too much personal experience with the 
use of the product Doctor Hansel just 
mentioned, except locally in the nose. 
Personally | have been rather timorous 


about using cortisone and, particularly, 
ACTH systemically because | felt that 
| was not capable of following the cases 


closely enough to guard against undesir- 
able systemic reactions, 


| have had some very dramatic results 
with the use of hydrocortisone locally in 
the nose. We all hope that some day in 
the future a common agent for the treat- 
ment of all allergies will be found. Un- 
til that time we may be very fortunate 
sometimes to find the one thing that will 
do the trick — the elimination of one 
food, perhaps. At the present time, how- 
ever, | have found that many forms of 
treatment must be considered avoid- 
ance of certain allergens, the elimination 
of certain foods from the diet, desensiti- 
zation, and the use of dehumidifiers 
when the air 1s too moist and humidifiers 
when it 1s too dry, 
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| want to make this pom, lf there are 
any allergists here who are using high 
dose staphylococcus . toxoid therapy, | 
am not here to say that high-dose ther 
apy given good results. It 
We used it in the 
past with good results. | personally use 
Doctor 


has never 


certainly has. have 


Hansel’s low-dose method be- 


cause my results with it are at least as 
good and much safer. One of my pa- 
tients undergoing high-dose therapy 
went into anaphylactic shock with no 
pulse and no respiration, and that was a 
very terrifying experience So even if | 
have no better results with low-dose 
therapy than | do with high-dose ther 
apy, the tear and trepidation associated 
with high-dose therapy need not be en- 


dured. 

| like to think that the treatment of al 
rf ry\ frequently requires the use of 
inany things. Conceivably Ravel's Boléro 
could be played with one instrument, but 
In certain cases the result is much more 
pleasing with the use of many instru 
ments, a full complement of string in 
struments 

MoperRator HaANses Thank 
eve tor Met mannon 

| should like to add a remarks 
about the use of ACTH and cortisone in 
hay fever 


\ ou, 
few 


For hay fever induced by 
rayweed, for course of 
ACTH or week 
the patient's reactions are most severe 
will 


example, a 
cortisone for a 
give him relief when othet types 
of therapy have not been successful, 
| feel that it is sate because actually 
you start with a moderate dose. sav SO 
milligrams of hydrocortisone, and then 
decrease it each day, e g., SU, OD, 40, 30 
and 20), depending upon the patient's 
response. 

Near the middle or toward the end of 
the hay fever season the patient may de- 
velop asthma with his hay fever. Preak- 
ing the cycle with a week or so of relief 
enables the patient to go through the sea 
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son comtortably and without complica- 
tions. | beleve it is advisable to use both 
hydrocortisone and ACTH You may 
begin with 40 units of ACTH gel: then 
in three days, if the patient is doing 
fairly well, give 20 units of ACTH gel. 
lhe of ACTH prevents ot the 
side effects of hydrocortisone. 


which this 
form of treatment is very appheable. For 


There are situations in 
the past three years We have selected a 
few SC¢VCTC CASES and 
brome hial asthma In whi h we have been 


of nasal aller (ry 


able to help the patients more than we 
have in the past. 


Doctor Hampsey, let’s hear what you 
have to Sa\ about Your experiences with 
ACTH and hydrocortisone 

Doctor Hampsey: As otolarynyolo- 
gists, we can sately use both AC] Ht and 
hydrocortisone for short periods and 
with rather definite indications. I have 
been using them in relatively small doses 
for short periods, and I have found them 
very helpful with no side effects. 


larly in the Academy meeting we 
heard about the proper use and abuse of 
antibiotics. In dealing with severe. acute 
infection, particularly in an individual 
with an allergic background, | like to 
give full dosage of the proper antibiotic 
for at period of, possibly, four (ot five 
days until the acute infection is under 
control, At that time the infection may 
persist for subacute 
form; finally allowing a latent allergy 


Sore weeks a 
to make ttself manifest. | generally try 
to control the first phase of the infec 


tion with the 


toxoid 
that Doctor Hansel has mentioned and 


Written 


staphy lococe us 


few 
cases, when the usual allergic manage 


extensively about. In a 
ment has not been successful and when 
staphylococcus toxoid has not given the 
propel PeSpotise, | have used small doses 
of ACTH gel, usually just 10 or 20 


units repeated about twice a week. with 
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small doses of hydrocortisone orally. 
Generally, in adults 10 milligrams of hy- 
drocortisone three or four times a day for 
only two or three days is sufficient. For 
children, | have even used hydrocortisone 
in much smaller possibly 5 
milligrams, usually for only one or two 
days. With these small doses we may be 
able to break the cycle, as Doctor Hansel 
has said, and then get a better response 
with the staphylococcus toxoid intra- 
cutaneously. Jf there is still a great deal 
of pus in the nose or sinuses (by that 
time it may be relatively sterile, as Doc- 
tor (soldman has out), the 


doses, 


pointed 


Vroetz displacement technique may be 


used, But in the management of persis- 
tent cases of acute and subacute infec- 
tion, particularly in individuals who have 
a background of allergy, | have found 
both of those drugs very effective in 
small doses, given for just a short time. 

Two years ago we reported the inci- 
dent of the collapse of a patient in the 
doctor's office following the Injection of 
5 milligrams of cortisone in the inferior 
turbinate. | haven't used any cortisone 
locally since that time. 


Moperator HANSEL: 
Doctor Hampsey 


Thank you, 


The point has been brought out sey 
eral times in this discussion that when 


TRANS. AMER. 
ACAD. OF 0. 
ACTH and cortisone are given, there is 
a tendency for reduction or depression 
of the immune mechanism, and some- 
times there is a relapse after the ther- 
apy is discontinued. Staphylococcus tox- 
oid by its nonspecific effects is anti- 
allergic ; therefore it tends to sustain the 
good results obtained from the course 
of therapy. 

Other types of therapy, such as dust 
or mold injections and elimination 
diets, also aid this type of stimulation. 

We have a few moments left. Are 
there any questions from the floor? 


BERNARD M. Barretr, M.D., Pensa- 
Florida: Doctor Hansel, isn’t it 
true that there is about a 10 per cent in- 
cidence of cerebral side effects from the 
use of ACTH and cortisone ’ 


cola, 


Mopekatok HANset: They are not 
very common if the dosage is moderate 
or if a short course of intensive treat- 
ment is given, but if larger doses are em- 
ployed, there may be an increase of 
blood sugar, perhaps with the produc- 
tion of diabetes, and there may also be 
quite marked psychological effects. It 
lf he is 
emotionally unstable, it 1s dangerous to 
give very much ACTH or cortisone. 


all depends upon the patient 
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AAAS REVISES 


The American Association for the 
Advancement of Science, which is both 
a federation of 260 
tions and a scientific society of nearly 
50,000 members, in a recent action of 
its Board of Directors has redefined the 


qualifications for AAAS fellowship. 


scientific organiza- 


Of the two principal classes of mem 
Kellows are 
those who have contributed to the ad 


bers in the lation, 
vancement of science either by the pub 
leation of original research beyond the 
in other significant 
manner, such as advanced teaching and 


doctorate thesis or 


direction of research or noteworthy 
achievements in such applied fields as 
engineering and medicine. In addition to 
the obligations and privileges of other 
members, AAAS Fellows are eligible to 
Board members, on the 


\AAS 


serve as otticers., 
Section Committees. and on the 
Council. 


Nominations for AAAS fellowship 
be made by ) anv three Fellows 
of the Association; (2) the administra 
tive secretary (who prefers to exercise 
this power rarely); (3) the Section sec- 
retary; or (4) by membership status in 
a society for which there is a strong re- 
search qualification. 


The list of such societies was brought 
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up to date and otherwise revised. Six 
were deleted, principally because they 
revised ther membership qualifications, 
but im two instances they merged with 
another society. Twenty societies were 
added to this list. The American Acad- 
emy of Ophthalmology and QOtolaryn- 
gology continues on this list. 

The business office of the AAAS plans 
to check its membership rolls against 
the membership lists of the societies con- 
cerned so that AAAS fellowship will be 
conferred upon each member eligible 
for this reason. This laborious task can- 
not be initiated earlier than the Spring 
of 1956. It is suggested, therefore, that 
each AAAS member who also belongs to 
the Academy check the address label of 
his journal. An “F” between two dates, 
e.g., 32F35, indicates his fellowship 
status (and the second date, the year it 
attained). If the “F’’ is not there, 
the business office of the AAAS would 
appreciate a note to that effect which also 


Was 


states the year you became a Fellow of 
the Academy 

The American Association for the Ad 
vancement of Science extends a cordial 
invitation to all Fellows of the Academy, 
not already members of the Association, 
to join the AAAS 


low ship Status 


with immediate fel- 


> 


OPHTHALMIC PATHOLOGY 


Dr. Michael J. Hogan, chairman of the Committee on Ophthalmic 
Pathology of the American Academy of Ophthalmology and Otolaryngol- 
ogy, announces that specimens of eyes will be received by the following 


institutions for processing: 


NUMBER OF ADDITIONAL EYES 


INSTITUTION POSSIBLE 


TO PROCESS YEARLY 


Baylor University College of Medicine, Houston, Texas... .. 

Brooklyn and lar Hospital, Brooklyn. 

Cleveland Clinic Hospital, Cleveland. . 

Cornell University Medical Center, New York 

Doheny Laboratory, St. Vincent's Hospital, los Angeles. pes 

lkmory University School of Medicine, Atlanta... . 

Itye, lar, Nose and Throat Hospital, Washington, D. C. 

lye, lear, Nose, and Throat Hospital, Pittsburgh. . . 

(srace-New Haven Community Hospital, New Haven, Conn.. . 

Manhattan lye, lar and Throat Hospital, New York 

Medical College of Alabama, Birmingham, Ala.. . 

Medical College of Virginia, Richmond, Va 

Montefiore Hospital, New York 

New York and Kar Infirmary, New York... .. 

Northwestern University Medical School, Chicago. . . 

Ohio State University College of Medicine, Columbus, Ohio... . 
Mary's Group of Hospitals, St. Louis. 


Stanford University Hospitals, San Francisco. . . 


State University of lowa College of Medicine, lowa City 


Tulane University of Louisiana School of Medicine, New Orleans 


University of California Medical School, Department of Ophthal 
mology, San Francisco. 


University of Cincinnati College of Medicine, Cincinnati. 
University of Colorado School of Medicine, Denver... .. 
University of Kansas School of Medicine, Kansas City 
University of Oklahoma School of Medicine, Oklahoma City. . 
University of Oregon Medical School, Portland, Ore... . 
University of Pennsylvania Hospital, 
Washington University School of Medicine, ! 


Wayne University Kresge Foundation, Detroit 
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Jn Memoriam 


Neil [saac Bentley. 


lune 


Miriam M. Butt...... 
May 19, 1955 


frank Wilson Dean............. 
July 3, 1955 
Michael P. de Boe 


Winfield kk. Dixon 


March 19, 1955 


ob Lafsechutz 


lames Virgil May 


lune 12, 


1955 
Herbert Clarence Neblett. . 
August 21, 1955 

Rode ri }? ( connor. 
luly 6, 1955 


Robert Wright Owsley 


@ 


August 15, 1955 


Wilham H 


Roberts. 


September 18, 1955 


frank Leith Ryerson. . 


William Sauer 


September 3, 1955 
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Coral Gables, 


Detroit, Michigan 


Pennsylvania 


(Council Blutts. lowa 


Florida 


Beverly Hills, California 


Marinette, Wisconsin 


Charlotte, North Carolina 


....Pebble Beach, California 


Arcadia, California 
.La Jolla, California 


Detroit, M ichigan 


St. Louis, Missouri 


| 
m 1955 
1955 
re 
lume 28, 1955 
es Salita Ana. California 
1955 
April 3, 1955 
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October 1954 — October 1955 


IN MEMORIAM 


Herman David Andrews, East Aurora, 


N. Y. 
Millard F. Arbuckle, St. Louis, Mo. 
Meyer Backer, Chicago, Il. 
Neil Isaac Bentley, Detroit, Mich. 


Eugene Emmett Birmingham, Chicago, 
Il. 


Emmett Daniel Boaz, Pittsburgh, Pa. 
Donald Weeks Bogart, New York, N. Y. 
Richard Leslie Bower, Carmel, Calif. 


Leon Edward Brawner, St. Simons Is- 
land, Ga. 


Norman PD. Buchanan, 
Ont., Canada 


Robert Rhodes Chace, Bronxville, N. Y. 
Clyde A. Clapp, Baltimore, Md. 

Martin Cohen, New York, N. Y. 
Raymond Claude Creasy, New York, N. Y. 
George Howard Cross, Wilmington, Del. 
Henry Francis Crossen, Detroit, Mich. 
Walter H. Dane, Albuquerque, N. M. 
Frank Wilson Dean, Council Bluffs, lowa 
Michael P. de Boe, Coral Gables, Fla. 
Winfield E. Dixon, Santa Ana, Calif. 
John Elmer Donovan, Erie, Pa. 

Harry David Earl, Yucaipa, Calif. 

John Crockett Easton, Springfield, Ohio 
Bert Edward Ellis, Indianapolis, Ind. 
Sidney Saurin Evans, Memphis, Tenn. 
Joseph Feldman, Palm Beach, Fla. 


Roger Skelton Grimmett, Vancouver, B. 
C., Canada 


Charles Elliott Hays, Johnstown, Pa. 


Charles William Henderson, Columbus, 
Ga. 


Harold Lowry Hickey, Denver, Colo. 
Gunnar Holmgren, Stockholm, Sweden 
Joseph Josiah Hompes, Lincoln, Neb. 
John Clair Howard, Jr., Kansas City, Mo. 


Peterborough, 


Charlotte Los Angeles, 


Calif. 


Richard Augustine Kearny, Washington, 
D. C. 


Frederick Edwin Knowles, Jr., Baltimore, 
Md. 


Raphael Joseph Koff, Los Angeles, Calif. 

George E. Lathrop, Sumner, III. 

Charles Kelley Lewis, Memphis, Tenn. 

Jacob Lifschutz, Beverly Hills, Calif. 

James Virgil May, Marinette, Wis. 

Andrew W. McAlester, Kansas City, Mo. 

Robert John Percival McCulloch, Toron- 
to, Ont., Canada 

John Gano McLaurin, Dallas, Texas 

Alice Robinson Evans Miller, 
Springs, Fla. 

Harris Peyton Mosher, Marblehead, Mass. 


Frederick Ten Eycke Munson, 
boro, N. C. 


Herbert 
N. C. 


Gordon Balgarnie New, Rochester, Minn. 
Michael James O’Connor, Tucson, Ariz. 
Roderic P. O'Connor, Pebble Beach, Calif 
Bascom Headen Palmer, Miami, Fla. 
Walter Robert Parker, Detroit, Mich. 


Ralph Stevens Pendexter, Old Greenwich, 
Conn. 


Etta Jeancon, 


Silver 


jreens- 


Clarence Neblett, Charlotte, 


Frederick Franklin Piercy, Youngstown, 
Ohio 


Kaspar Pischel, San Francisco, Calif. 
Everett Powers, Carthage, Mo. 


Samuel Sandy Quittner, Pacific Palisades, 
Calif. 


David Henry Rhodes, Pittsburgh, Pa. 
Lee T. Richie, Trinidad, Colo. 


Henry Prizer Rosenberger, 
8. D. 


Frank Leith Ryerson, Detroit, Mich. 


Aberdeen, 
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William Emil Sauer, St. Louis, Mo. 
Hunter Watt Scarlett, Bryn Mawr, Pa. 
Kaufman Schlivek, New York, N. Y. 
Roy Philip Scholz, St. Louis, Mo. 
Richard H. Seely, Trenton, N. J. 

John James Sheedy, Plainfield, N. J. 

A. Edward Sherman, La Mesa, Calif. 


Clarence Edward Sidwell, 


Colo. 


Longmont, 


Ernest Gerard Smith, 

Albert Conrad Snell, 

Ignatius George 
Calif. 


Irwin 


Lancaster, Pa. 
N. Y. 
Angeles, 


Rochester, 


Sommers, Los 


Gabriel Spiesman, Maywood, Iil. 


Edward Christian Spitze, Champaign, III. 


Fred Leaver Stauffer, Salt 
Utah 
Albert John Strikol, Hollywood, Fla. 


Marvin 


Lake City, 


James Tamari, Chicago, Ill. 
James Wallace Tanner, Eau Claire, Wis. 
John Joseph Theobald, Oak Park, Ill. 


Harry Vernon Thomas, Clarksburg, W. 
Va. 

Hienry Tolman, Salem, Mass. 

Ambert Hastie Veiteh, Toronto, Ont., 


Canada 
Thomas Joseph Walsh, Philadelphia, Pa. 
Merritt W. Wheeler, Lake Elmo, Minn. 
Otis R. Wolfe, Marshalltown, lowa 


Paul Maxwell 
Ohio 


Woodward, Cincinnati, 


HERMAN DAVID ANDREWS 


Dr. Herman David Andrews died at 
the age of seventy-five on July 23, 1954, 
at the home of his son, David, in Glen 
Cove, Long Island, New York. He was 
born in Seneca Falls, New York, April 
25. 1879, the son of David H. Andrews 
and Georgia Crowell Andrews, and the 
brother of the late George C. Andrews. 


life with 
he moved 
L916 


lie came to Buffalo in his early 
After his marriage, 
New York, in 


his parents 
to Kast Aurora, 
was graduated from the 
tuffalo Medical Sehool in 


Dr. Andrews 
University of 


May 1905. He was a member of the L.C.I., 
and editor-in-chief of the year book 
‘Iris.’ Following his internship at the 


Buffalo General Hospital, he began his 
pract n ophthalmology as a 
Dr. Alfred Hubbell. In 
assistant surgeon at the 
Ear, Nose and Throat Hospital and Clin- 
ic, where he served for forty-one years, 
experiencing the three of growth 
of that institution, which is now known 
as The Buffalo Eye, Ear, Nose and 
Throat Hospital, and Ellicott Clinic. 
From May 1922 to 1950, Dr. Andrews 


wociate of 
1910 he became 
Charity Eye, 


stages 


served 
(;rove on 


with the late Dr. Benjamin H. 
Wednesdays and Saturdays at 
Clinic. Dr. Andrews was oph- 
thalmologist-in-chief at the Clinie from 


the same 


1931 to 1937, and chief emeritus from 
that time until his death. 
A Life Fellow of the American Acad- 


emy of Ophthalmology and Otolaryngolo- 
gy, he was also a member of the Amert- 
can Ophthalmological Society, the Amer- 
ican Medical 
Ophthalmological 
Academy of 


Association, the 
(‘lub, the Buffalo 
Medicine, the Erie County 
Medical Society, and the Medical Society 
of the State of New York. 

As an avocation he loved to work with 
his hands, and he was an expert aplarist, 


vardener, and artist. He was one of a 
group in East Aurora who enjoyed 
sketching the surrounding country, and 


was known locally for his work in water- 
color and oil 

Dr. Andrews will be remembered for 
his gentleness, his creative ability in art, 
and especially for his unusually fine pre- 
cision in his practice. 

lie is survived by his wife: a son, Da- 
vid Herman Andrews: a Cyril L 


stepson 
and two grandchildren 


—— 
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MILLARD FILLMORE ARBUCKLE 


Dr. Millard Fillmore Arbuckle, assist- 
ant professor of otolaryngology and chief 
of the department of otolaryngology and 
bronchoscopy, Washington University, 
St. Louis, Missouri, died on November 
23, 1954 at St. Louis 


Born in Murdock, Kansas, and edu- 
cated in the public schools of Kentucky, 
Dr. Arbuckle attended Washington Unil- 
versity School of Medicine and received 
his medical degree from that school in 
1909. He had been a member of the staff 
at Washington University School of Medi- 
cine from that date until his death 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, he 
vas also a member of the American Med- 
ical Association, the American Broncho- 
Esophagological Society, the American 
College of Chest Physicians, the Ameri- 
‘an Rhinological, Otological and Laryn- 


gological Society, the Royal Society of 
Medicine (London) and Alpha Omega 
Alpha. He was also a member of the 
Alumni Association of Washington Uni- 
versity, which he served as a member of 
the executive committee and as presi- 
dent for two terms of office. He was a 
member of the Kar, Nose and Throat 
Club of St. Louis and was president of 


the organization for two terms 


Aside from his professional activities, 
Dr. Arbuckle maintained an active inter- 
est in farming 


lir. Arbuckle is survived by his wife, 
Dorothy Campbell Arbuckle; and three 
daughters, Mary Phyllis Zell, Jeanne Ar- 
buckle and Dorothy Ann Arbuckle. 


MEVER BACKER 


br. Meyer Backer was born in Poland 
in 1909. His preliminary education was 
obtained in public schools. He 
received degrees of Bachelor of Science 
and Pharmaceutical Chemist, and while 
working as a pharmacist he attended 
medical school. In 1936 he was gradu- 
ated from the University of Illinois 
School of Medicine. He received poat- 
graduate training in medicine at North- 
western University, where he worked un- 
der Dr. E. Gifford, and at the Illinois Eye 
and Ear Infirmary. At the time of his 


Chicago 


SEPTEMBER 


OCTOBER, 1955 


death he was a 
the Hines 
pital. 


Dr. Backer was a Fellow of the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology and a member of the 
Chicago Medical Society, the Chicago 
Ophthalmological Society, and the Amer- 
ican Medical Association. 


Besides his chosen medical specialty, 
Dr. Backer developed an interest in psy- 
chiatry. His hobbies were photography, 
botany and agriculture. 

Dr. Backer died on May 13, 1955, at 
Gulfport, Mississippi. He is survived by 
his wife, who is a physician; a three-year- 
old daughter: his mother: and a sister. 


member of the staff of 
Veterans Administration Hos- 


NEILL ISAAC BENTLEY 


Dr. Neil Isaac Bentley, of 
Michigan, died in that city on 
1955, at the age of 73 years 

lie was graduated from the University 
of Michigan Homeopathic Medical School, 
Ann Arbor, in 1906 and served his in- 
ternship at the University of Michigan 


Detroit, 
June 22, 


Medical School Hospital. He had addi- 
tional postgraduate work at Royal Lon- 
don Ophthalmological Hospital, Moor- 
fields, and Central London Ear, Nose, 


and Throat Hospital, London 

Dr. Bentley was elected a Fellow of 
the American Academy of Ophthalmology 
and Otolaryngology in 1922 and became 
a Life Fellow of the Academy in 1952. 
Hie was certified as a specialist by both 
the American Board of Ophthalmology 
and the American Board of Otolaryngolo- 
gy and was a member of the 
Medical Association 

A member of the faculty of Detroit 
Homeopathic Medical College, he was al- 
s0 a member of the staffs of the Florence 
Crittenden Hospital and Hospital. 

Dr. Bentley is survived by his wife, 
Alice Harvey Bentley: and two daughters, 
Margaret Bentley Pugh and Suzanne 
Bentley Hadley 


American 


(jrace 


EUGENE EMMETT BIRMINGHAM 


Dr. Eugene Emmett Birmingham was 
born on March 2%, 1881. He attended St. 
Ignatius College for three years and then 
entered the College of Physicians and 
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Surgeons of Chicago, School of Medicine 
of the University of Illinois, from which 
he received the degree of Doctor of Med- 
icine in 1907. He interned at St. Mary's 
Hospital. He was engaged in research at 
the University of Illinois from 1915 to 
1925 and at the Illinois Eye and Ear In- 
firmary from 1915 to 1933 


Dr. Birmingham was a Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology and a member of the 
American Medical Association and Chica- 
go and Illinois medical societies. He was 
certified as a specialist by the American 
Board of Otolaryngology 


For many years, he member of 
the staff of the Illinois Eye and Ear In- 
firmary, and he was attending surgeon 
on the staff of Grant Hospital, where he 


died on July &%. 1955. at the awe of 74 
years 


Was a 


survived bv wife 


and two brothers 


Dr Kirmingham is 


sister 


EMMETT DANIEL BOAZ 


Dr. Emmett Daniel 
home in Pittsburgh, 
November 6, 1954 jorn in Covesville, 
Virginia, on April 24, 1893, Dr. Boaz re 
ceived his early education in Virginia and 
attended Hampden-Sydney and Ran- 
dolph-Macon colleges. He then entered 
the University of Pennsylvania and was 
graduated with the degree of Doctor of 
Medicine in 1919 


Boaz died at his 
Pennsylvania, on 


Hie began his medical practice in Pitts 
burgh in 1920 and became associated with 
the Presbyterian and Woman's hospitals. 
He was an associate professor in the De 
partment of Otolaryngology of the Uni 
versity of Pittsburgh School of Medicine 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, he 
was a specialist certified by the American 
Board of Otolaryngology and a member 
of the American Medical Association, the 
Pittsburgh Otological Society, the Al- 
legheny County Medical Society, and the 
Pennsylvania State Medical Society. He 
was a member of the Presbyterian 
Church 


Surviving Dr 
hoaz 


Boaz are his wife, Mary 
and his mother, Carrie Hoaz 


DONALD WERERS BOGART 


Dr. Donald Weeks Bogart 
Warren, Pennsylvania, on August 16, 
1905. He attended Cornell University 
Medical College and received the degree 
of Doctor of Medicine in 1933. After his 
internship at Lenox Hill Hospital, he had 
a residency in ophthalmology at New 
York Eye and Ear Infirmary 


was born-in 


lie became clinical 
cine of New York University College of 
Medicine. Other appointments which he 
had held were assistant surgeon and in- 
structor in the postgraduate school of 
ophthalmology, New York Eye and Ear 
Infirmary; instructor in ophthalmology, 
New York University College of MedlIi- 
cine; and visiting surgeon, Bellevue Hos- 
pital, Department of Ophthalmology 


professor of medi- 


Certified as a specialist by the Amert- 
can Board of Ophthalmology in 1939, Dr 
bogart was elected a Fellow of the Amert- 
can Academy of Ophthalmology and Oto 
laryngology in 1940. He was a fellow of 
the American College of Surgeons and a 
member of the American Medical Associa- 
tion, the Pan-American Association of 
Ophthalmology, and the New York State 


and County Medical Societies 


lor. Bogart practiced in New York City 


until his death on January 28, 1955. His 
wife, Florence 8S. Bogart, and two chil- 
dren survive him 
RICHARD LESLIE BOWERER 

Dor. Richard Leslie Bower was born in 
(Chicago, Illinois, on February 26, 1892. 
lie obtained his degree in medicine at 
Northwestern University Medical School 


in 1920 and pursued postgraduate studies 
at Harvard University and the University 
of Pennsylvania. Further work was ob- 
tained in New York and Vienna, Austria 


A specialist certified by both the Amer- 
ican Board of Ophthalmology and the 
American Board of Otolaryngology, Dr. 
lower was a Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology and of the American College of 
Surgeons and a member of the American 
Medical Association. For a time he served 
on the research staff at St. Luke's Hos- 
pital and Trinity Hospital in Kansas City, 
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Missouri. After moving to California he 
became a member of the staffs of Mon- 
terey County Hospital and Peninsula 
Community Hospital in Carmel, 

a resident of Pebble 
and died there on 


Dr. Bower was 
Beach, California, 
March 26, 1955. 


LEON EDWARD BRAWNER 


Dr. Leon Edward Brawner was born 
December 4, 1888. He was graduated 
from the Atlanta College of Physicians 
and Surgeons, now Emory University, in 
1911. He had postgraduate training at 
Harvard Medical School in ophthalmolo- 
gy and otolaryngology. From the year 
1922, he restricted his practice to oto- 
laryngology, and was a diplomate of the 
American Board of Otolaryngology. From 
1911 until his service in World War I, 
he practiced medicine in Cairo, Georgia. 
He practiced in Atlanta, Georgia, from 
1925 to 1946, and was on the staffs of 
the Georgia Baptist Hospital, Grady Hos- 
pital and Piedmont Hospital, in that city. 

A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, he 
was also a member of the American Med- 
ical Association, the Southern Medical 
Association, and the county and state 
medical societies, as well as various ear, 
nose and throat organizations. 

Baptist 
Rotary 
enjoyed 


member of the 
Church, Theta Kappa Psi, and 
Club. In his leisure time, he 
hunting, fishing and gardening. 

In 1946, Dr. Brawner moved to St. 
Simons Island, Georgia. He was afi ac- 
tive member of the staff of the Glynn- 
Brunswick Hospital in Brunswick, Geor- 
gia. It was there that he died suddenly 
on December 4, 1954, while attending a 
patient, at the age of 66 years. 

Dr. Brawner is survived by his wife; 
his mother, Mrs. J. EK. Brawner, of Anda- 
lusia, Alabama: two sisters, Miss Mabel 
Brawner of Andalusia and Miss Lillian 
Brawner of Washington, D. C.: and two 
brothers, Clyde and Fred Brawner, of 
Andalusia. 


lle was a 


NORMAN DUNCAN BUCHANAN 


Dr. Norman Duncan Buchanan was 
born on August 26, 1880, in Zurich, On- 


tario, Canada. He died on June 29, 1964, 
in Peterborough, Ontario. 

His early education was obtained in 
Clinton and London, Ontario, and he re- 
ceived his medical degree from the Uni- 
versity of Toronto in 1903. After four 
years of postgraduate work in England 
he became a licentiate of the Royal Col- 
lege of Surgeons and the Royal College 
of Physicians, London. He was a Fellow 
of the Royal College of Surgeons, Edin- 
burgh, and of the Royal College of Phy- 
sicians and Surgeons of Canada, and a 
Senior Fellow of the American Academy 
of Ophthalmology and Otolaryngology. 
He maintained memberships in Canadian 
ophthalmological and otolaryngological 
societies. 

Dr. Buchanan began medical practice 
April 1, 1907, at Peterborough, Ontario. 
He became chief of staff of Peterborough 
Civic Hospital and served on the staffs 
of St. Joseph's Hospital in Peterborough 
and Ross Memorial Hospital in Lindsay. 

Golf, hunting and fishing were hob- 
bies of Dr. Buchanan, and he was an of- 
ficial in the United Church of Canada. 

His wife, the former Ida May MeGar- 
vey, survives him. 


ROBERT RHODES CHACE 


Dr. Robert Rhodes Chace died at the 
age of 44 years at his home in Bronxville, 
New York, November 24, 1954. At the 
time of his death he was an instructor 
in ophthalmology in the Columbia Uni- 
versity College of Physicians and Sur- 
gxeons, a lecturer in special education at 
Teachers College, Columbia University, 
and consultant for the New York State 
Educational Department Division of Vo- 
cational Rehabilitation. He was on the 
staffs of Lawrence Hospital in Bronx- 
ville and of Presbyterian Hospital, New 
York. He was eye surgeon and honorary 
deputy chief of the Eastchester Fire De- 
partment. 

Dr. Chace was born October 15, 1910, 
in North Providence, Rhode Island. His 
preparatory school fas) Moses Brown 
School in Providence, and in 1933 he was 
granted the degree of Bachelor of Phil- 
osophy by Brown University, Providence, 
Khode Island. He received his degree in 
medicine from Yale University School 
of Medicine in 1937. Columbia Univer- 
sity College of Physicians granted him 
the degree of Doctor of Science in 1948. 
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Hie was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy and of the American College of Sur- 
geons, and a member of the American 
Medical Association, the New York Acad- 
emy of Sciences, the New York County 
Medical Society, the New York State Med- 
ical Society, the New England Ophthal- 
mological Society, the Pan-American As- 
sociation of Ophthalmology, the Associa- 
tion for Research in Ophthalmology, the 
American Association for the Advance- 
ment of Sciences, the American Geograph- 
the Inter-Society Color Coun- 
cil, the National Society for the Preven- 
tion of Blindness, and the Society of Sig- 


ic Society 


ma Xi 
lor. Chace was a member of the Yale 
Club of New York, the Siwanoy Club of 


Bronxville, the 
Revolution 


Sons of the American 
and the Military Order of the 
Loyal Legion. A member of the Episco- 
palian Church, he acolyte in 
Christ Church, Bronxville, New York 


was an 


An interesting hobby of Dr 
studying the history of 


Chace was 
railroads and 


trolley lines in the United States 

Survivors are his wife, Olive Tuck 
Chace; a daughter, Caroline Frances: 
and a son, Robert Rhodes. 


CLYDE ALVIN CLAPP 


Dr. Clyde 
29, 1880, in 
April %, 
Marviand 
versity of 


Alvin Clapp was 
Chatham, Ohio, and died 
1955, at his home in Baltimore, 
A graduate in 1902 of the Uni 
Marviand School of 
he established his practice in 
and maintained his 
rest of his life 


born May 


Medicine, 
Baltimore 
home there for the 

Hie became professor of ophthalmology 
at the University of Maryland School of 
Medicine and College of Physicians and 
Surgeons and associate professor of oph- 
thalmology at Johns Hopkins University 
School of Medicine; at his death he was 
professor emeritus at both institutions 
He was a member of the staffs of Johns 
Hopkins Hospital, University of Mary- 
land Hospital and St. Vincent’s Infants 
Asylum lie served as vice-president, 
member of the board of governors, and 
member of the staff of the Baltimore kvye 
Ear and Throat Hospital 

Dr. Clapp was a specialist certified by 
the American Board of Ophthalmology 
and a Fellow of the American Academy 


of Ophthalmology and Otolaryngology. 
lie was a member of the American Medi- 
cal Association, the American Ophthal- 
mological Society, the Southern Medical 
Society, the Pan-American Ophthalmolo- 
gical Society, the Ophthalmological So- 
clety of the United Kingdom, and the 
Association for Research in Ophthalmol- 
ogy, and a Fellow of the American Col- 
lege of Surgeons. He 
“Cataract: 


was the author of 
Its Etiology and Treatment.” 

Surviving Dr. Clapp are his wife, two 
sons and one brother. 


MARTIN COHEN 


Dr. Martin Cohen was born in New 
York City in 1870 and died in that city 
on October 29, 1954. He was graduated 
from the Columbia University College 
of Physicians and New York, 
in 1S9S8 and then his specialty, 
ophthalmology, in Austria. 

For fifteen years, he was assistant in 
the Ophthalmic and Oral Institute, which 


Surgeons, 
studied 
Vienna, 


later became Knapp Memorial Hos- 
pital. Later, he became surgeon at the 
Manhattan Eye, Kar and Throat Hospi- 


tal, which he served as consultant in 
ophthalmology for over 38 years. He was 
associated with the Post-Graduate Medi- 
cal Sehool of the New York University- 
bellevue Medical Center for over 41 
years as professor of ophthalmology and 
director of ophthalmic instruction. For 
36 years he was a member of the Board 
of Visitors at Manhattan State Hospital, 
and he served as president of the board 
for 18 years 

At the time of his death, Dr. Cohen 
was consultant in ophthalmology at New 
York University-Bellevue Medical Center, 
Hlarlem Hospital, the Hospital for Joint 
Diseases, and the Jewish Foster Home. 
consultant in surgery 
for the New York City 
Department 


honorary 
(ophthalmology ) 
Police 


lle was 


certified 
of Ophthalmology, he 


A specialist 
Board 


by the American 
was a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology and a 
member of the American College of Sur 
geons, the American Ophthalmological 
Society, the Association for Research tin 
Ophthalmology, and the 
cal Association 


American 


Dr. Cohen was the author of over 80 ar 


ticles on various eye affections including 
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trachoma. In recognition of his work he 
was awarded the Knapp Memorial Medal 
in 1925 by the Section on Ophthalmology 
of the American Medical Association. 


RAYMOND CLAUDE CREASY 


Dr. Raymond Claude Creasy, of New 
York City, died on January 23, 1955. He 
was born in 1885 at Glen Rock, Pennsyl- 
vania. A graduate of the Medico-Chirur- 
gical College of Philadelphia in 1910, he 
interned at Medico-Chirurgical Hospital 
and had a residency at Philadelphia Hos- 


pital for Contagious Diseases. Further 
postgraduate work was done at Willard 
Parker Hospital from 1925 to 1927. 


During his career, Dr. Creasy had held 
hospital and teaching appointments at 
New York Post-Graduate, Reconstruction, 
Midtown, Broad Street, St. Elizabeth's, 
Wickersham, University, Downtown and 
Manhattan General hospitals. At one 
time he was assistant professor of clin- 


ical otolaryngology at the New York 
Post-Graduate Medical School and Hos- 
pital. 

Certified as a specialist by the Ameri- 
can Board of Otolaryngology in 1928, 
he was elected a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology in 1937. He was a member 


of the New York County Medical Society 
and the American Medical Association. 


Dr. Creasy was a lieutenant command- 
er in the Medical Corps of the United 
States Naval Reserve, and was an hon- 
orary police surgeon of the New York 
City Police Department. 


GHORGE HOWARD CROSS 


Dr. George Howard Cross, a former 
associate professor of ophthalmology at 
the graduate school of the University of 
Pennsvivania School of Medicine, died on 


November 23, 1954, at the age of 73 
years. 


lie was born in Merced, California, on 
November 1, I881, and attended the 
University of Pennsylvania Department 
of Medicine, Philadelphia, receiving the 
degree of Doctor of Medicine in 1908. 
Postgraduate work was done at Basel, 
Switzerland 
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Elected, a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology in 1919, Dr. Cross became 


a Life Fellow of that organization in 
1949. He was a specialist certified by the 
American Board of Ophthalmology and 
was a member of the Medical Society of 
the State of Pennsylvania, the American 
Ophthalmological Society, and the Asso- 
ciation for Research in Ophthalmology. 

Hie devised a method for the removal 
of nonmagnetic foreign bodies from the 
eyeball and made numerous contribu- 
tions to medical literature 


Throughout his long professional ca- 
reer, Dr. Cross lived in Chester, Pennsyl- 
vania, and was a member of the staff 
of the Chester Hospital. In 1951 he left 
(Chester to make his home in Wilmington, 
Delaware. 

Dr. Cross is survived by his wife; three 
sons, George H. Cross, Jr., Harry C. 
Cross, of Wilmington, Delaware, and 
Richard I). Cross, of Dyersburg, Tennes- 
see: and a daughter, Carol Hink- 
son, of Wilmington. 


Cross 


HENRY FRANCIS CROSSEN 


Dr. Henry Francis Crossen, of Detroit, 
Michigan, died on June 20, 1954, in De- 
troit. His preliminary education was ob- 
tained in Detroit, and he attended the 
University of Indiana. His medical degree 
was obtained from the University of In- 
diana School of Medicine, and he fulfilled 


a residency in the eye, ear, nose and 
throat services of Harper Hospital, De- 
troit 


Dr. Crossen was a member of the 
sta‘ts of Harper Hospital and St. Joseph 
Mercy Hospital, both in Detroit. He was 
consultant for the Detroit House of Cor- 
rection. 

A Fellow of the American Academy of 
Ophthalmology and Otolaryngology and 
of the American College of Surgeons, he 
was also a member of the American Med- 
ical Association, Michigan State Medical 
Society, Wayne County Medical Society, 
Detroit Ophthalmological Society, and 
Alpha Omega Alpha. 

Aside from his professional! 
Dr. Crossen enjoyed travel, 
literature. 

He is survived by 
Crossen; and 


interests, 
music and 


his wife. 
three sons, 


Mary E 
John, Henry 


and Charles. 
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WALTER H. DANE Dr. Dean was one of the earliest Fel- 
lows of the American Academy of Oph- 
Dr. Walter H 


Dane, Albuquerque, New 
Mexico, died on May 18, 1955, in London, 
England. He was born on May 5, 1895 in 
Warsaw, Poland. His early education was 
obtained at the Imperial Gymnasium, 
Moscow, Russia, and he was a graduate 
of the Pilsudski State University Medical 
School, Warsaw, Poland. 

He began the practice of medicine in 
Warsaw in 1924 and obtained teaching 
and hospital assignments at the Munici- 
pal Hospital, the Central Institute of 
Sanitary Education of Warsaw and the 
private hospital ‘“‘Unitas’’ in Poland. Af- 
ter coming to this country he was a mem- 
ber of the staffs of Beth David Hospital 
and the Bronx Eye and Ear Infirmary, 
New York City. Subsequently, he became 
a member of the staff of the Veterans 
Administration Hospital, Albuquerque, 
New Mexico 

Certified as a specialist by the Ameri- 
can Board of Otolaryngology, Dr. Dane 
became a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy. He was a member of the American 
Medical Association, Bernalillo County 
Medical Society, New Mexico Medical So- 
ciety, New York County Medical Society, 
New York State Medical Society, the So- 
ciety for Plastic and 
gery of the Face, and a fellow of the In 
ternational College of Surgeons. A non- 
medical interest of his was art work 

Dr. Dane is survived by his wife, Sa- 
bina Dane, of Albuquerque: and a broth- 
er, Isaak lDworecki, of New York 


Reconstructive Sur- 


FRANK WILSON DEAN 


Dr. Frank Wilson Dean, of 
Bluffs, lowa, died on July 3, 
age of %2 years. The son of missionaries, 
Dr. Dean was born in Satari, East India, 
on February %, 1863. He attended Doane 
College, Nebraska, receiving his 


Council 
19556. at the 


(‘rete. 


degree of Bachelor of Science in ISS86 
He then entered the University of Min 
nesota, received his degree in medicine 
from that school in 1890, and continued 
with postgraduate studies in Vienna 


Austria, and London, England 

He began the practice of medicine in 
Mineola, Iowa, and subsequently moved 
to Council Bluffs, where he hecame as 
sociated with the Jennie Edmundson Me 
morial Hospital 


thalmology and Otolaryngology, his name 
appearing on the roster of 1903. At the 
time of his death, he was a Life Fellow 
of the Academy. He was also a fellow of 
the American College of Surgeons and 
a member of the American Medical As- 
sociation and the lowa State Medical So- 
ciety 


Among his many nonmedical interests 


were birdwatching, gardening, civie his- 
tory, photography and fishing. Dr. Dean 
was a member of the Congregational 


Church 
Hie is survived by his son, 
Dean, M.D.,. of Council Bluffs 


Abbott M. 


MICHAEL PRICK DE BOk 

Dr. Michael Price de Boe, of Coral 
Gables, Florida, died in that city on June 
2S, 1955. Dr. de Boe was born on his 
ancestral Creek" plantation in 


Bedford Virginia, on November 


“(oose 
County, 


29, 1885. He attended Keyton High 
School in Virginia, and then was pre- 


pared for medical school by 


tors 


private tu- 


lie was eraduated from 
College of Medicine, Richmond, Virginia, 
in 1908. Subsequently, he obtained post- 
graduate training at New York Polyelin- 
ic Hospital, Johns Hopkins Hospital, and 


University 


Manhattan Eve and Ear Infirmary. In 
later years he studied in Europe, with 
Fuchs in Vienna in 1922 and with Bar- 


1931 
Dr. de Boe established his first practice 


raquer in Barcelona in 


immediately following graduation from 
medical school in Bedford County, Vir- 
ginia. Upon moving to Florida he became 
associated with Jackson Memorial Hos- 
pital, Victoria Hospital and Mercy Hos- 
pital, all in Miami 

As commanding officer of the Medical 


Department at U. S. Naval Air Base, Key 
West, Florida, in World War I, Dr. de 
Boe developed a treatment for influenza- 
pneumonia which is credited with sav- 
ing many lives during the 1918 epidemic, 
Hie is also credited with being the first to 
equip the early-type airplanes for ren 
dering first aid treatment to injured per- 
sonnel before evacuation to home base 

Hie made a number of contributions to 
medical literature, among which his “Ob- 
servation of a Dipterous Larva Passing 
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into the Vit- 
published.in 1933 and 
quoted in Duke Elder's “Text Book of 
Ophthalmology,’’ was his major contri- 
bution to ophthalmology. 


Through the Optic Nerve 


reous Chamber,’ 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngol- 
ogy, he was also a fellow of the Ameri- 
can College of Surgeons. He was a mem- 
ber of the Southern Medical Association, 
the American Medical Association and 


the county and state medical societies. 


Dr. de Boe was a member of the Ma- 
sonic Order and of the Military Order of 
World Wars. He was intensely interested 
in philosophy and natural history and 
enjoyed sharing these interests with oth- 
ers. Among the tributes paid him after 
his death was that of Philip Wylie, whose 
writings about Florida are attributable 
to the interest which Dr. de Boe instilled 
in him. 


wife, Mizpah 
naturalist spe- 


He is survived by his 
Otto de Boe, who is a 
clalizing in conchology 


WINFIELD DIXON 


Dr. Winfield E. Dixon was born in 
Woodstock, Illinois, on August 7, 1872. 
His early education was obtained in the 
Chicago public schools. After beginning 
the study of medicine at Rush Medical 
College in Chicago, he attended Louis- 
ville (Kentucky) Medical College, re- 
ceiving his degree in medicine in 1894. 
Postgraduate work was done at New 
York Polyclinic Hospital, Tulane Univer- 
sity of Louisiana School of Medicine, New 
York Post-Graduate Hospital, and Tem- 
ple University School of Medicine. 


Beginning his practice in Sidell, Ili- 
nois. Dr. Dixon soon moved to Oklahoma 
City. From 1915 to 1925, he was profes- 
sor of ophthalmology and otolaryngology 
at the University of Oklahoma School of 
Medicine. He championed the use of the 
Sluder instrument for removing tonsils, 
demonstrating the procedure in many 
cities throughout the United States. 

A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngol- 
ogy, he was also a fellow of the American 
College of Surgeons and a member of the 
American Medical Association. During 
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his active professional life he belonged 
to local and state medical societies. 


Dr. Dixon was active in politics, hav- 
ing held positions on numerous Repub- 
lican committees; in 1907 he was a mem- 
ber of the delegation which sought state- 
hood for Oklahoma. He was an ardent 
sportsman and a devoted member of the 
Christian Church. 


In 1929, due to ill health, Dr. Dixon 
resigned his professorship and moved to 
Santa Ana, California. He died there at 
the age of &2 years on March 19, 19565. 
lie is survived by his wife, Abbie V. Dix- 
on; a son, Winfield Eugene Dixon, Jr.: 
and three daughters, Jean Dixon Hauk, 
Mary Dixon McNeil, and Celia Dixon Hoff- 
master. 


JOHN ELMER DONOVAN 


Dr. John Elmer Donovan was born on 
April 18, 1903, in Erie, Pennsylvania, 
and died in that city on April 6, 1966. 
His early schooling was obtained in Erie 
and he later attended the University of 
Pittsburgh and Boston University. From 
the latter institution he obtained the de- 
gree of Bachelor of Arts and in 1930, his 
medical degree. 

An internship at Boston City Hospital 
and additional work at Brooklyn Eye and 
Ear Hospital and Bellevue Hospital in 
New York completed the preparation for 
his career. 

In 1935 Dr. Donovan began the prac- 
tice of medicine in Erie, subsequently 
serving on the staffs of St. Vincent's Hos- 
pital, the Hamot Hospital, and the Erie 
County Tuberculosis Hospital. 


A specialist certified by the American 
Board of Otolaryngology, he was a Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, and a 
member of the Erie County Medical So- 
clety, the American Society of Ophthal- 
mologic and Otolaryngologic Allergy and 
the American Medical Association. 

Dr. Donovan was elected director of 
the school district of the City of Erie in 
1945 for a six-year term, following which 
he was re-elected. He had served four 
years of the second term at the time of 
his death. 

He is survived by his wife 
children, and by two sisters 


and five 
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HARRY DAVID EARL 


Dr. Harry David Earl was born June 
10, 1882. in Lamoni, lowa, and died Feb- 
ruary 10, 1955, at Yueaipa, California 
His early education was secured in lowa 
schools, and he was graduated from the 
Keokuk (lowa) Medical College in 1906. 


His practice of medicine began in Mil- 
ton, lowa, in 1906. From 1911 to 19209, 
he was assistant superintendent of North 
Dakota State Hospital, in Jamestown. 


Hiaving decided to become a specialist 
in otolaryngology, he enrolled in the 
University of Pennsylvania and in 1922, 
became one of the first persons to be 
granted the degree of Master of Science 
in Medicine with a major in otolaryngol- 
ogy by that institution. He served a pre- 


ceptorship under Dr. George M. Coates. 

After moving to California, Dr. Earl 
became affiliated with the Bible Institute 
of Los Angeles School of Medical Mis- 
sionaries and the San Pedro Hospital, 
and served as staff member, lecturer and 
executive board member of both insti- 


tutions. He served as a consultant to the 
United States Public Health Service 

A Fellow of the American Academy 
of Ophthalmology and Otolaryngology, he 
was also a member of the American Med- 
ical Association and the Los Angeles 
Medical Society. 

Dr. Earl was a member of the Presby- 
terian Church, the Bible Institute of 
America, and Lions Club of San Pedro. 
A biblical scholar and philanthropist, he 
devoted much of his life to missionary 
endeavors. He is survived by his wife, 
Ellen Jennie Earl. A nephew, Dr. Don- 
ald H. Earl, is a Fellow of the Academy. 


JOHN CROCKETT EASTON 


Crockett Easton was born 
1874, at Springboro, Ohio, and 
died September 320, 1954, at Springfield, 
Ohio. His preliminary education was ob- 
tained in Franklin, Ohio, and he then at- 
tended Ohio State University. He was 
granted the degree of Doctor of Medicine 
by Miami Medical College (now Universi- 
ty of Cincinnati Medical School) in 19061 
Dr. Easton engaged in general practice 
first in Springfield, Ohio. Then he went to 
New York City and studied at Manhattan 
Eye, Ear, and Throat Hospital, and at 
St. Luke’s Hospital. After completing this 


Dr. John 
April 19, 


training, he returned to Springfield and 
resumed his practice, limiting it to his 


specialties, ophthalmology and otolaryn- 


gology In September 1951, he was 
awarded a 50-year service pin by the 
Ohio State Medical Association. He was a 


member of the staff of Springfield City 
Hospital, Sprinefield, Ohio, for many 
years. Dr. Easton was a member of the 
Fourth Lutheran Chureh of Springfield 
lie was a member of the Clark County 
Medical Association, Ohio State Medical 
Association, American Medical Associa- 
tion, and a Life Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology 


His 


ceded 


Mabel lrince 
him in death. He 
two daughters, Ellen Prince Easton, of 
Middletown, Ohio, and Mrs. Howard K. 
Carlson of West Hyattsville, Maryland: 
and two grandchildren 


Easton, pre- 
is survived by 


wife, 


BERT EDWARD ELLIS 


Dr. Bert Edward Ellis died June 3, 
1955, in Indianapolis, Indiana, after an 
illness of several months. Born in Lin- 
ton, Indiana, on November 23, 1889, he 
attended the Greene County elementary 
schools and Jasonville High School, then 
took the four-year course at Indiana 
State Normal School. During World War 
[, he was enrolled in the medical division 
of the R.O.T.C. at the University of Indl- 
while working there for his degrees 
of Bachelor of Science, granted in 1919, 
and Doctor of Medicine, received in 1921 


After an internship at Indianapolis 
City Hospital, he entered private prac 
tice in Jasonville. In 1923, he moved to 
Indianapolis, centinuing in general prac- 
tice until 1927, at which time he entered 
University of Pennsylvania Postgraduate 
School of Medicine for special training in 
otolaryngology. Returning to Indianapo- 
lis, Dr. Ellis began the practice of his 
specialty, and became active in the elin- 
ics and surgeries of City, University, 
Methodist, and St. Vincent's hospitals. He 
was one of the pioneer surgeons intereast- 
ed in the repair of the facial nerve and 
traveled extensively to study techniques 
of other and to speak before 
medical 


surgeons 
groups 
Throughout the years, Dr. Ellis was 
active in medical organizations lle 
served as councilor and chairman of the 


= 
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council of the Indianapolis Medical So- 
ciety and was president of that group In 
1948. In the Indiana State Medical So- 
clety, he had been a member of the edl- 
torial board of the state journal, chatr- 
man of the state convention committee 
on three occasions, and a member of the 
house of delegates for several years. He 
was a past president of the Indianapolis 
Ophthalmological and Otolaryngolical So- 
clety, a member of the Indiana Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy and honorary member of the Central 
Illinois Society for Ophthalmology and 
Otolaryngology. 

A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, he 
was a member of the American Medical 
Association and the American Laryngol- 
ogical, Rhinological and Otological So- 
clety, and a member and past president 
of the American Otorhinologic Society 
for Plastic Surgery 

At the time of his death, Dr. Ellis was 
clinical professor of otorhinolaryngology 
at his alma mater, Indiana University 
School of Medicine, where he had held 
‘arious positions on the faculty. 

Outside of his 
Dr. Ellis held 
tist Church, 
organizations 
was spent on 


professional activities, 
memberships in the Bap- 
service clubs and patriotic 
Much of his leisure time 
his farm, where he raised 
registered cattle. 

He is survived by his wife, Ruth Havill 
Ellis 


SIDNEY SAURIN EVANS 


Dr. Sidney Saurin Evans died on March 


30, 1955, in Memphis, Tennessee. Born 
November 230, 1890, in Ripley, Tennessee, 
he received his preliminary education in 
that city, and then attended the Univer- 
sity of Tennessee, in Memphis. His de- 
gree of Doctor of Medicine was granted 
by the latter institution in 1916. Post- 
graduate work was done at Bellevue Hos- 
pital in New York City. In World War I, 
he served as a captain in the Medical 
Corps 

Since 1920, Dr. Evans practiced in 
Memphis and served on the staffs of 
Memphis Eye, Ear, Nose and Throat Hos- 
pital and Baptist Memorial Hospital, of 
which he was former chief of staff: and 
on the courtesy staff of Methodist Hospi- 
tal, 


SEPTEMBER 


OCTOBER, 195 


He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngol- 
ogy and a member of the following pro- 
fessional organizations Memphis and 
Shelby County Medical Society, Memphis 
Society of Ophthalmology and Otolaryn- 
gology, Tennessee State Medical Society, 
Tennessee Society of Ophthalmology and 
Otolaryngology and Medical 
Association 


American 


As hobbies, Dr. Evans especially en- 
joyed skeet and trap shooting, and he 
was a member of numerous hunting and 
fishing clubs. 


He is survived by his 
thony Evans, and his 
David Kelley Rowe 


wife, Ruth 
daughter, 


An- 
Mrs. 


JOSEPH FELDMAN 


Dr. Joseph Feldman of 
Florida, died on October 7, 
born in 


Palm Beach, 
1954. He was 
Russia, August 
medicine at Long 
Medicine in Brooklyn, 
receiving his degree in 1918. 
his internship at Long Island 
College Hospital and a residency at New 
York Postgraduate Hospital. Later, he 
had additional training at the Allege- 
meine Polyclinic and Vienna University 
and at Temple University. He also held 
the degrees of Bachelor of Science and 
Doctor of Letters (Hebrew) 


Bessarabia, in 
25, 1892, and studied 
Island College of 
New York, 
Hie served 


Hie established his 
cialist in otorhinolaryngology in Brook- 
lvn, New’ York, in 1924 and became a 
member of the staffs of Cumberland Hos- 
pital, Beth Moses Hospital and the Home 
for Incurables in Brooklyn 


practice as a spe- 


Certified as a specialist by the Amer- 
ican Board of Otolaryngology, he became 
a Fellow of the American Academy of 
Ophthalmology and Otolaryngology in 
1940. He held membership in Kings 
County Medical Society, Williamsburg 
Medical Society, New York Medical So- 
clety, the American Medical Association 
and the Austrian Medical Association 
(Vienna) 


In 1948, Dr. Feldman moved his home 
and office from Brooklyn’ to 
Beach, Florida. He practiced there until 
his death, serving on the staffs of the 
Good Samaritan Hospital and St. Mary’s 
Hospital in West Palm Beach 
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ROGER SKELTON GRIMMETT 


ir. Roger Skelton Grimmett was born 
on June 23, 1897, in Indian Head, Sas- 
katchewan, Canada. He attended schools 
in Saskatchewan, receiving his degree of 
Bachelor of Arts at the University of 
Saskatchewan in 1918. His medical edu- 
cation was obtained at MeGill University, 
in Montreal, from which he was graduat 
ed in 1922. Postgraduate work was done 
at Washington University, and at the 
Barnes and St. Louis hospitals, St. Louis, 
Missouri 


Dr. Grimmett practiced medicine in 
Ashtabula, Ohio, and in Akron, Ohio, be- 
fore moving to 1946. In 
Vancouver he member of the at- 
Paul's Hospital. He 
certified by the Ameri 
1929 


Vancouver in 
i 
staff of St 


specialist 


tending 
Was i 


can Board of Otolaryngology in 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology and 
of the Royal College of Physicians and 
Surgeons of Canada, he was also a member 
of the American 
Pacific 
and 


Medical Association, the 
Society of Ophthalmology 
Otolaryngology, the Canadian Medi- 
cal Association, the American Society of 
Ophthalmologic and Otolaryngologic Al 
lergy, the Vancouver Medical Association, 
the American College of Allergists 
the American Otorhinologic 
Advancement in Plastic and 
tive Surgery 


(Coast 


and 
Society for 
hReconstrue 


Hewas a member of the United Church 
of Canada, and active in the Kiwanis 
Club and the Golf Club 


Vancouver on 


Shaughnessy 


Dr. Grimmett died in 


October 13, 1954. Surviving him are his 
wife, Anne Post Grimmett: two softs, 
Richard Hl. and Roger Thomas: and a 
daughter, Sarah Ann 


(HARLES ELLIOTT HAYS 


Dr. Charles Elliott Hays, a Fellow of 
the American Academy of Ophthalmology 
and Otolaryngology, died on September 
25, 1954, at Johnstown, Pennsylvania, 
where he had engaged in the practice of 


medicine since 1909 


Dr. Hays was born in Junction City, 
Kansas, on December 9, 1883. He attend- 
ed Washington and Jefferson College and 
the University of Pennsylvania, obtaining 
his degree of Doctor of Medicine from 
the latter in 1908 


lie was president and former 
member of the board of directors of the 
Cambria County Medical Society, attend- 
ing bronchoscopist to the Cresson Penn- 
syivania State Tuberculosis Hospital, for- 
merly chief of otolaryngology on the staff 
of the Merey Hospital, consultant and 
formerly chief of otolaryngology and 
chief of bronchoscopy and esophagoscopy 
at the Conemaugh Valley Memorial Hos- 
pital, and otolaryngologist of the Vet- 
erans Administration Hospital. During 
World War |, he served as a captain In 
the Medical United States 
Army 


past 


Corps of the 


Dr. Hays was certified as a specialist 
by the American Board of Otolaryngology 
and was affiliated with the American Tru- 
deau Society, and the American Medical 
Association. He was a member of the 


resbyterian Chureh 
A brother liarris 


burg, Pennsylvania, 


Robert |. Hays, of 
Survives 


CHARLES WILLIAM HENDERSON 


Dr. Charles William Henderson, Major, 
i'nited States Army, Retired, died in Co- 
lumbus, Georgia, on August 9, 1954. He 
was born in Areadia, Florida, December 
26. 1891. He received the degree of Bach- 
elor of Arts from the University of Flori- 
da. Gainesville, Florida, and the degree 
of Doctor of Medicine from Vanderbilt 
('niversity, Nashville, Tennessee. He ob- 
tained postgraduate training at New 
York Post-Graduate Hospital and the Uni- 
versity of California Medical School 


After receiving his medical degree, he 
entered the U. 8S. Army in 1918 and was 
retired in 1930, at which time he estab- 
lished his home in Santa Barbara, Cali- 
fornia. He practiced ophthalmology and 
otolaryngology and served as an instruc 
tor in Knapp College of Nursing 


A specialist certified by both the Amer- 
ican Board of Ophthalmology and the 
American Board of Otolaryngology, Dr 
Henderson became a Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology and of the American College 
of Surgeons. He member of the 
American Medical Association and the 
Pacific Coast Oto-Ophthalmologic Society 
His honorary professional fraternities 
were Alpha Omega Alpha, Phi Kappa Phi 
and Phi Kappa Chi 


Wis a 


| 
| 
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In his university days he was a mem- 
ber of Kappa Alpha. Later, he be- 
came interested in Rotary International 
and the Presbyterian Church. 


Dr. Henderson is survived by his wife, 
Vivien Hart Henderson: a son, Charles 
William Henderson, Jr., of Los Angeles, 
California: a brother, Dr. R. P. Hender- 
son of Orlando, Florida: and his mother, 
Mrs. Ellen Henderson of Tampa, Florida. 


HAROLD LOWRY HICKEY 


Dr. Harold Lowry Hickey was born in 
Denver, Colorado, on November 15, 1892 
and died in that city on December 31, 
1954. He was graduated from the Uni- 
versity of Denver in 1913 and obtained 
his medical degree from Northwestern 
University Medical School, Chicago, Illi- 
nois, in 1917. Postgraduate work was 
done at Harvard University. He was cer- 
tified by the National Board of Medical 
Examiners and as a specialist by the 
American Board of Otolaryngology. 


Hie was a Senior Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology and a member of the Ameri- 
can Laryngological Association, the Amer- 
ican Laryngological, Rhinological and 
Otological Society, and the American 
Medical Association. He was a past presi- 
dent of the Colorado Otolaryngological 
Society. For 27 years Dr. Hickey served 
on the faculty of the University of Colo- 
rado School of Medicine and on the staffs 
of the Children’s Hospital and St. Luke's 
Hospital in Denver. 


Dr. Hickey was a charter member of 
Sigma Phi Epsilon at the University of 
Denver and was also a member of Phi 
Rho Sigma. He was a member of the 
Congregational Church and past master 
of Emulation Lodge, of the Masonic Or- 
der. 


Surviving are his wife, Allena C., 
Hickey; two daughters, Mrs. Beatrice 
Bonham and Mrs. Margery Vaughn, both 
of Denver; and a sister, Mrs. Dorothy 
Sherer of Des Moines, lowa 


GUNNAR HOLMGREN 


Professor Gunnar Holmgren, of Stock- 
holm, Sweden, died on September 6, 
1954. Professor Holmgren was elected 
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an Honorary Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology in 1948 


JOSEPH JOSIAH HOMPES 


Dr. Joseph Josiah Hompes, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, died on 
November 16, 1954, in Lincoln, Nebraska. 
Born April 23, 1883, he attended schools 
in Chester, Nebraska, before going to the 
University of Nebraska in Lincoln, where 
he obtained his degree of Doctor of Medi- 
cine. His postgraduate work was done 
in Vienna, Austria. 


He began his medical practice in Lin- 
coln, Nebraska, in 1908 and since that 
time has been on the staffs of Lincoln 
General Hospital, St. Elizabeth Hospital 
and Bryan Memorial Hospital. His medi- 
cal society affiliations included member- 


ships in the Lancaster Medical Society, 
Nebraska State Medical Society, the 
American Medical Association and the 
American College of Surgeons 


Dr. Hompes is survived by two broth- 
ers, Henry and Neal: and a sister, Mrs. 
Gilbert Hanson. 


JOHN CLAIR HOWARD, JR. 


Dr. John Clair Howard, Jr., was born 
in Kansas City, Missouri, on April 29, 
1910. He died in the city of his birth on 
November 24, 1954. He attended Kenyon 
College at Gambier, Ohio, and received 
the degree of Bachelor of Science; then 
the University of Arkansas School of 
Medicine, from which he was graduated 
in 1938. Additional training was received 
at Tulane University, and he was resident 
at New Orleans Eve and Ear Infirmary. 


Dr. Howard specialized in otolaryngol- 
ogy from the beginning of his practice 
in 1941 in Kansas City, Missouri. He was 
on the staffs of St. Luke’s, Menorah and 
Mercy hospitals as well as St. Mary’s 
Hospital, where he was engaged in re- 
search. He also served at General Hos- 
pital No. 1 and General Hospital No. 2 
and was an associate professor of oto- 
rhinolaryngology at the University of 
Kansas School of Medicine in Kansas 
City, Kansas. 
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A specialist certified by the American 
Board of Otolaryngology, Dr. Howard 
was a Fellow of the American Academy 
of Ophthalmology and Otolaryngology 
and of the American College of Surgeons 
He was a member of the city, county and 
medical the American 
Medical Association, the American Laryn- 


state societies, 


gological, Rhinological and Otological 
Society, and the Industrial Medical As- 
sociation 

Other affiliations included the Metro 
Club, Kansas City Club, Sigma Nu, Phi 
Beta Pi and the Episcopal Church 

Surviving are his wife, Emma Mary 
Howard: a daughter, Macia: and a son, 
John Clair, 

ETTA CHARLOTTE JEANCON 
Dr Ktta Charlotte Jeancon was born 


in Bellevue, Kentucky, on October 25, 
1882. After completing her premedical 
work at the University of Southern Cali- 
fornia, she attended the Cincinnati Ee- 
lectic Medical College, and was gradu- 
ated with the degree of Doctor of Medi- 
cine in 1905. She studied in Budapest, 
Hungary, under Blaskovics in 1926 and 
in Barcelona, Spain, under Barraquer In 


Having established her practice in Los 
Angeles, California, Dr. Jeancon became 
a member of the staffs of the Hospital of 
the Good Samaritan, Children’s Hospital, 
Orthopedic Hospital and Hiope 
Clinic 


(jood 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, Dr 
Jeancon had been certified by the Ameri- 


can Board of Ophthalmology. She was a 
Life Fellow of the American College of 
Surgeons, and a member of the Ameri- 
can Medical Association, California State 
Medical Association, the Pacific Coast 
Oto-Ophthalmological Society, and the 
Los Angeles Eve, Ear, Nose, and Throat 


Society Study Club 


Dr Jeaneon died on October 30, 1954 


RICHARD AUGUSTINE KEARNY 
Dr. Richard 
born February 


Louisiana 


Augustine Kearny was 
13. in Plaquemine, 
His preliminary education was 


/ 


obtained in Belgium and England. He 
then entered Tulane University in New 
Orleans, Louisiana, where he obtained the 
degrees of Master of Philosophy in 1904 
and Doctor of Medicine in 1905 


Hie practiced medicine in Plaquamine 
for a few years and then entered the 
United States Public Health Service, 
where he remained until 1919. At that 
time he went to Boston for postgraduate 
work at Harvard University and the 
Massachusetts Eve and Ear Infirmary. In 
1921 he began Washington, 
1) (., where for many years he was con- 
sulting otologist at Garfield Hospital and 
a special lecturer at Georgetown Univer- 
sity Medical School. He 
in Washington, Db. C 
October 4, 1954 


practice in 


made his home 
until his death on 


lor Kearny was 4a 
by the American 


specialist certified 
board of Otolaryngolo- 
gy: he was a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology and of the American College 
of Surgeons, and a member of the Ameri- 


can Medical Association and the District 
of Columbia Medical Society. He was a 
member of the Chevy Chase Club 
Surviving are his wife, Edmonia 
Adams Kearny two sons, Richard A 
Kearny, Jr., and Lt. James Dexter Kear 
ny, U.S.N and a daughter 


Kearny 


FREDERICK EDWIN KNOWLES, JR. 


Dr. Frederick Edwin 
Marviand., 
University 


Knowles, of 
died on June 65, 
Hospital at Balti- 
lle was born on September 4, 1916, 
in Boonton, New Jersey, and received the 


taltimore, 
1954, in 
more 


degree of Bachelor of Science from the 
University of Maryland in College Park, 
and the degree of Doctor of Medicine 
from the University of Maryland School 
of Medicine and College of Physicians 
and Surgeons in Baltimore 


Dr. Knowles’ 
pointments 


hospital and teaching ap- 
have included the following: 
ophthalmologist in chief, University Hos- 
pital: professor of ophthalmol- 
the department, 
School of Medi 
chief, Mercy 
ophthalmology 
Franklin Square 
surgeon, Haltimore 


assistant 
and 
University 


chairman of 
of Maryland 
ophthalmologist in 
Hospital: consultant in 
and instructor of nurses, 
Hospital: 


cine 


Visiting 


| 
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Eye, Kar and Throat Hospital; visiting 
ophthalmologist, Springfield State Hospi- 
tal, Sykesville, Maryland; consulting oph- 
thalmologist, Rosewood State Training 
School, Owings Mills, Maryland; and con- 
suitant, U. 8S. Veterans Hospital. 

A specialist certified by the American 
Board of Ophthalmology, Dr. Knowles 
was a Fellow of the American Academy 
of Ophthalmology and Otolaryngology. 
Other medical societies with which he 
was affiliated included the American 
Medical Association, Southern Medical 
Association, Baltimore City Medical So- 
ciety, and the Association for Research 
in Ophthalmology. He was a member of 
the American Association of University 
Professors 

Dr. Knowles is survived by his wife 
and four sons, his mother, and one broth- 
er. 


RAPHAEL JOSEPH KOFF 


Dr. Raphael Joseph Koff was born in 
Minneapolis, Minnesota, on December 2, 
1910, and died in Los Angeles, California 
on December 14, 1954. He attended the 
University of Minnesota and earned the 
degree of Master of Science, and then en- 
tered the University of Minnesota Medi- 
cal School from which he was graduated 
with the degree of Doctor of Medicine in 

Establishing his practice in Los Ange- 
les, he became associated with Cedars 
of Lebanon, Los Angeles County General 
and Temple hospitals. He was associate 
clinical professor of surgery (ophthal- 
mology) at University of Southern Cali- 
fornia School of Medicine 

Dr. Koff was a member of the Los 
Angeles Society of Ophthalmology, the 
Los Angeles County Medical Society, Pa- 
ciflie Coast Oto-Ophthalmological Society, 
and the American Medical Association, 
and a fellow of the American College of 
Surgeons. He was a specialist certified by 
the American Board of Ophthalmology 
and was elected a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology in 1946 


GRORGE EDWARD LATHROP 


Dr. George Edward Lathrop, Lt. Col., 
U. 8S. Army, died in the Brooke Army 
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Hospital, San Antonio, Texas, on Oc- 
tober 12, 1954, at the age of 41 years. 


Dr. Lathrop was born on April 4, 1913, 
at Westfield, Illinois. He attended Chica- 
go University and the University of Illi- 
nois, earning the degrees of Bachelor of 
Arts and Master of Science from the lat- 
ter institution. His medical education was 
obtained at Wayne University College of 
Medicine, from which he was graduated 
in 1943. After his graduation he interned 
at Henry Ford Hospital in Detroit and 
became resident in the department of 
ophthalmology. He then joined the U. 8. 
Army Medical Corps and was stationed 
at Brooke Army Hospital in San Antonio. 
He was sent to Japan, where he served as 
chief of the eye section at Tokyo Army 
Hospital, consultant in ophthalmology to 
the Surgeon of the Far Eastern Com- 
mand, General Headquarters, Tokyo, and 
at the Osaka Army Hospital. 


A specialist certified by the American 
Board of Ophthalmology in 1952, Dr. 
Lathrop was a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology. He was a member of the 
Society of Military Ophthalmologists and 
the Honorary Society of K C OM Z Med- 
ical and Dental. 


Aside from his professional interests, 
Dr. Lathrop enjoyed the study of gems, 
Eastern art, and photography. He was a 
member of the United Brethren Church. 


Dr. Lathrop is survived by his wife, 
Jeanne Marie Lathrop: two sons, George 
Dennis and Timothy Jon; a daughter, 
Stephanie Jeanne; and two brothers, 
Harold and Donald Lathrop. 


CHARLES KELLEY LEWIS 


Dr. Charles Kelley Lewis was born on 
January 20, 1899, in Memphis, Tennessee, 
and died in that city on August 26, 1954. 
liis preliminary education was received 
at the Gulfport Military Academy, Gulf- 
port, Mississippi, and he then attended 
the University of the South, at Sewanee, 


Tennessee. His medical training was se- 


cured at the University of Tennessee, 
from which he received the degree of 
Doctor of Medicine in 1924. 


lie established his practice in Mem- 
phis, Tennessee, in 1925 and continued 
in that city until his death. Associate pro- 
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fessor of otolaryngology at the University 
of Tennessee Medical School, Dr. Lewis 
was also a member of the staffs of the fol- 
lowing: Methodist Hospital, St. Joseph 
Hospital, and Memphis Eye, Ear, Nose 
and Throat Hospital. 

A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, oth- 
er medical organizations with which he 
was affiliated include the Tennessee State 
Medical Society, the Memphis Eye, Ear, 
Nose, and Throat Society and the Ameri- 
can Medical Association. He was the first 
otolaryngologist in his section of the 
United States to perform the fenestra- 
tion operation, which he had studied un- 
der Dr. Lempert. 

Dr. Lewis was a man of many interests 
and exceptional talents. As a painter, he 
especially enjoyed portraiture; as a mu- 
sician, he played the piano for his own 
enjoyment and for his friends as well. 
He found the study of history an alluring 
escape from the pressing problems of 
daily activities and particularly enjoyed 
the study of military campaigns and Con- 
federate history. He was an active mem- 
ber of Grace-St. Luke’s Church. 

His wife, Minor Banks Lewis, survives. 


JACOB LIFSCHUTZ 


Dr. Jacob Lifschutz, a Life Fellow of 
the American Academy of Ophthalmology 
and Otolaryngology, was born in 1890. 
He received the degree of Doctor of Med- 
icine from Rush Medical College in 1916. 
After serving his internship at Cook 
County Hospital, he had a residency in 
the eye, ear, nose and throat service of 
the same institution. He was also resident 
at North Chicago Hospital 

Establishing his practice in Chicago, 
Dr. Lifschutz became attending otologist 
at Cook County and Mount Sinai hospi- 
tals, later becoming president of the med- 
ical staff at Mt. Sinai. He was assistant 
professor of otology at Stritch School of 
Medicine, University, and profes- 
sor of otology at Cook County Postgradu- 
ate School. He served on the medical ad- 
visory board of the Selective Service in 
Chicago 

In 1947, Dr 
residence to 


Lovola 


Lifschutz changed his 
Hollywood, California, and 
later to Beverly Hills. He became senior 
attending otologist at Los Angeles Gen- 
eral Hospital and attending otologist and 
member of the tumor board of the Holly- 
wood Presbyterian Hospital. He was as- 


sistant professor of otology at the Col- 
lege of Medical Evangelists in Los Ange- 
les. 

Dr. Lifschutz had been certified as a 
specialist by both the American Board of 
Ophthalmology and the American Board 
of Otolaryngology. He was elected a Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology in 1926. 

Word of the death of Dr. Lifschutz 
was received at the Headquarters Office 
of the Academy on June 7, 1955 


JAMES VIRGIL MAY 


Dr. James Virgil May, of Marinette, 
Wisconsin, a Life Fellow of the American 


Academy of Ophthalmology and Oto- 
laryngology, was born in 1876. He at- 
tended St. Louis College of Physicians 


and Surgeons and received his degree in 
medicine in 1900 

Having established his 
Marinette, he became a member of the 
staffs of Marinette General Hospital and 
St. Joseph Hospital in Menominee, Michi- 
gan. He was a past president of the Mari- 
nette County 


practice in 


Medical Society and a mem- 
ber and examining physician of the Mari- 
nette County Selective Service Koard dur- 
ing World War I and World War II 

Dr. May of the 
American Ophthalmology 
and ‘1915. He was a 
member of the American Medical Associ- 
ation and was certified as a specialist by 
the American Board ot Ophthalmology | 
Among his nonprofessional interests were 
the Marinette 


was elected a 
Academy of 
Otolaryngology in 


Fellow 


Rotary Club, of which he 
was a charter member. the l’resbyterian 
Church, and the Masonic Lodge. He was 
a past commander and past high priest of 
Knights Templar, and a Shriner 

Dr. May died on June 12. 


1955, at the 
age of 79 years. He is survived by his 
wife, Viola Pickett May; and two sons, 


James HK. May, of Hollywood. California, 
and George D. May, of San Francisco 


ANDREW WALKER McALESTER 


Dr. Andrew Walker McAlester waa 
born in Columbia, Missouri. on February 
1%, 1876, and died August 17, 1954, in 
Kansas City, Missouri, at the age of 78 
years. He attended Christian College, in 
Columbia, and received the degrees of 
tjachelor of Literature and Bachelor of 
Arts. From 1598 to 1900 he was principal 


all 

> 
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of the Missouri School for the Blind. He 
was graduated from the University of 
Missouri School of Medicine in 1905 and 
took additional work at the Royal Lon- 
don Ophthalmic Hospital. 

A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngol- 
ogy and a fellow of the American College 
of Surgeons, Dr. McAlester served as a 
member of the House of Delegates of the 
American Medical Association in 1910, 
1912. 1913, 1915, and 1922, and at one 
time was secretary of the Missouri State 
Medical Association 

He served in France during World War 
1 as a major in the Medical Corps at- 
tached to the Air Service, and returned 
to practice in Kansas City. A former pro- 
fessor of ophthalmology at the University 
of Kansas School of Medicine, he also 
served on the staff of the Menorah Hos- 
pital, as consultant at the Kansas City 
General Hospital, as oculist at St. Luke’s 
and Research hospitals, and as oculist for 
the Chicago, Burlington and Quincy Rail. 
road 

Dr. McAlester is survived by his son, 
Dr. Andrew Walker MeAlester, III, a 
Fellow of the Academy and an ophthal- 
mologist practicing in Kansas City. 


ROBERT JOHN PERCIVAL 
MeCULLOCH 


Dr Robert John Percival MeCulloch 
died at his home in Toronto, Canada, on 
December 26, 1954, after an illness of 
several months’ duration 

lie was born in Lloydtown, Ontario, 
in 1882, the son of the Reverend Robert 
MeCulloch and his wife, the former Eve- 
lvn Hawkins. He was graduated with 
the gold medal award by the Faculty of 
Medicine, University of Toronto, in 1904. 
Postgraduate work in London was fol- 
lowed by several years of practice in Or- 
illia and Belleville, and he then returned 
to London and Vienna for further study 

In 1915 he enlisted with the Royal 
Army Medical Corps and served in France 
and England. After the war Dr. MeCul- 
loch returned to Canada and entered 
practice as a specialist in ophthalmology 
Hie was head of services in Grace Hospi- 
tal and continued as such in Toronto 
Western Hospital after the amalgamation 
of the two. Seven years ago he retired 
from this position 

In 1934 Dr. MeCulloch was sent to 
China to report on the eye service in hos- 
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pitals under the Mission Board of the 
United Church of Canada. Later he made 
a similar tour of Mission hospitals in 
India. He was for many years staff con- 
sultant in ophthalmology of the Canadian 
National Railways 

A Fellow of the American Academy of 
Ophthalmology and Otolaryngology for 
thirty years, he was made a Life Fellow 
in 1949. He was also a member of the Ca- 
nadian Medical Association. 

Dr. McCulloch was married in 1910 
to Miss Ethel Jones, who died in 1946. 
They had two sons, one of whom is Dr. 
Clement McCulloch, who has succeeded 
his father in the Western Hospital. Dr 
McCulloch subsequently married Miss 
Marie Wilson, who, with his sons, sur- 
vives him. 


JOHN GANO McLAURIN 


Dr. John Gano McLaurin was born in 
Dallas, Texas, on December &, 1891, and 
died in that city on May 2, 1955, after 
a long illness. He was a graduate of the 
Medical Department of Tulane Univer- 
sity of Louisiana, New Orleans, in 1914 
Postgraduate work was done under 
Lynch at the Eye, Ear, Nose and Throat 
Hospital and under Feingold at the Char- 


ity Hospital and Touro Infirmary in New 


Orleans. For many years he practiced 
both ophthalmology and otolaryngology, 
but from 1945 he restricted his work to 
the latter 

At one time Dr 
faculty of Baylor 
Medicine, and 


McLaurin was on the 
University College of 
from 1919 to 1925 he 
served as a member of the Dallas Board 
of Health. For many years he was on the 
staffs of the Baylor and St. Paul's hos- 
pitals, and he was formerly a member of 
the executive staff and chairman of the 
laboratory committee of the Medical Arts 
Hospital. He served in the Armed Forces 
during World War I. 

A Fellow of the American Academy of 
Ophthalmology and Otolaryngology and 
of the American College of Surgeons, he 
was a specialist certified by the American 
Board of Otolaryngology. He was affili- 
ated with the following medical organi- 
zations: Dallas County Medical 
Texas State Medical Association, South- 
ern Medical Association, American Medi- 
cal Association, American Laryngological 
Association and the American Laryngo- 
logical, Rhinological and Otological So- 
clety, 
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ALICE ROBINSON EVANS MILLER 


Dr. Alice Robinson 
Silver Springs, Florida, 
1955, at the age of &7 
Grand Haven, Michigan, on 
1S6S, she was educated at Houghton 
Seminary in New York, and 
Smith Northampton, Massa- 
chusetts then attended Woman's 
Medical College in Philadelphia and re 
ceived her degree in medicine in 1898. 
To further her education, she went to 
Kurope and studied at Moorfields Hlospi- 
tal in London, with Professor Fuchs in 
Vienna, and at Halle and Berlin 


Evans Miller, of 
died on May 2, 
years. Born in 
April 24, 


(Clinton, 
College in 
She 


br. Miller returned to this country to 
establish het 
Ohio, in 190] 
to West Palm 


practice in Youngstown, 
Subsequently, she moved 
Florida, and be 
member of the staff of the Good 
Samaritan Hospital 


teach 
i 


there 


A Life Fellow of the American Acad 
emy of Ophthalmology and Otolarvngolo 
gy, Dr. Miller was aiso a 
Palm Beach Medical 
American Medical 


member of the 
society and the 
Association 


An Episcopalian, she 
of St 


was member 
Teresa Chapter of Holy Trinity 
Church in West Palm Beach and was ae 
tive in the Altar Guild. She served the 
Red Cross in both World Wars and was 
a member of the Order of Eastern Star 
and the West Palm Beach Women’s Club 
In 1948 she attended the fiftieth reunion 
of her class at Woman's Medical College 


lor Viller West Palm 
Beach until she was eighty-one years old 
and then moved to Silver Springs, 
she died. She is 


practiced in 


where 
survived by her daugh 
ter, Mrs J W Aylward, of Silver 
Springs; six grandchildren, and one great 
grandchild 


HARRIS PEYTON MOSHER 


lor Harris Peyton 
Massachusetts 
November 4, 
vear of life 


Vosher of Marble 
died suddenly on 
1954, in his eighty-eighth 
lie was born on October 21, 


head. 


IS67, in Woodsford, Maine. His early 
education was received in the Woods 
ford schools, then the Boston Latin 


School, and he was graduated from Har- 
vard College in 18%2 


lie received his de- 
gree in medicine from the Harvard Medi- 
and 


cal School in 1896. then served as 


a surgical house officer at the Massachu- 
setts General Hospital and at the Boston 
Lying-in Hospital 


During the Spanish-American War, Dr 
Mosher surgeon at 


After three 


contract 
Montauk Point, Long Island 
years of private prepared 
himself for otolaryngology by studying 
with Janssen in Berlin and in Schwartze's 
old clinie in Halle under Gurnet Ke 
turning from Berlin, he began teaching 
at the Harvard Medical School in the De 
partment of started 
the first concentrated short course in al- 
hus anatomy, 


served as 


practice, he 


Otolaryngology. He 


this course has continued 
except for two short interruptions during 


World Wars | and Il 
War | he 


Durine World was assigned 


to the Personnel Division of the Oto- 
laryngological Service of the Army Hos- 
pitals here and abroad. Later he was 


transferred to the Sureeon Generals Of 
fice in Washington. He 
with the rank of Colonel 


was discharged 
Dr. Mosher was appointed professor of 
Hiarvard Medical 
1921, and became chief of the 
departments of the Mas 
suchusetts Kye and Ear Infirmary and the 
Massachusetts General Hospital. In 1933, 
at the age of 66, when he would ordinar 
ily have retired from the faculty, he was 
given the Walter Augustus LeCompte 
(hair of Otology. He held this position 
until his retirement in 19239. Hle was the 
first Wendell Holmes 
to hold two chairs at the Harvard Medi 
cal School 


otolaryngology at 
School in 
otolaryngology 


mah since 


lie was awarded honorary degrees of 


Doctor of Science by the University of 
Pennsylvania in 1926; by Colby College 
in 1937; and by Jefferson Medical Col 


lege in Philadelphia in 1942. Wayne Uni- 


versity awarded him the devree of Doc 
tor of Laws in 1939 
A Life Fellow of the American Acad 


emy of Ophthalmology and Otolaryngolo- 


ey, Ur. Mosher was President of the 
Academy in 1929 and was made an Hon 
orary Member following his term of of 


fice. In 
Academy's distin 
guished field of otolaryvn 
gology and for fostering vraduate educa 
tion in that 


1937 he was the recipient of the 
Medal of 
service in the 


llonor for 


specialty 
Dr. Mosher was a 
national 


member of all the 
otolaryngological societies and 


served terms as president of all of them 
lle was also a member of the laryngolo 
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gical societies of Paris, Vienna and Scot- 
land, and a corresponding member of the 
Royal Medical Society of London. He was 
the first American to give the Semon Lec- 
ture in 1934, at which time he received 
the Semon Medal from the College of 
London. He received the American Laryn- 
gological Association Medal in the same 
year, 


Dr. Mosher’s contributions to otolaryn- 
gology have been many. An author of 
over one hundred scientific papers, his 
subjects included the anatomy of the si- 
nuses, the development of the esophago- 
scope, the histopathology of the eso- 
phagus, the wire-gauze drain for brain 
abscess, surgical relief for dacryocystitis, 
and surgical treatment of pus in the neck 
and osteomyelitis of the frontal bone. 
From his experience in World War I, he 
recognized the necessity of a specialty 
examining board. In consequence, he or- 
ganized the American Board of Otolaryn- 
gology and served as its president from 
its inception to 1947. 


FREDERICK TEN EYCKE MUNSON 


Dr. Frederick Ten Eycke Munson died 
in Greensboro, North Carolina, on May 
16, 1955, at the age of 72 years. A native 
of Kast Bloomfield, New York, Dr. Mun- 
son attended the University of Michigan, 
receiving the degree of Bachelor of Sci- 
ence in 1912, and the degree of Doctor 
of Medicine in 1914. 


Among the appointments which Dr. 
Munson had held during his professional 
life were the following: chief of the eye, 
ear, nose and throat services, Jefferson 
Clinic and Diagnostic Hospital; consul- 
tant in ophthalmology and otolaryngol- 
ogy, Receiving Hospital; and staff mem- 
ber, Grace Hospital, Poly-Clinic Hospi- 
tal, and Alexander Blain Hospital, in De- 
troit. 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, Dr. 
Munson had been certified as a specialist 
by the American Board of Otolaryngolo- 
zy. He was a fellow of the American Col- 
lege of Surgeons and a member of the 
American Medical Association, the De- 
troit Oto-Laryngological Society, Wayne 
County Medical Society, and Michigan 
State Medical Society. 
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Munson re- 
Detroit and 


Because of ill health, Dr. 
tired from his practice in 
moved to Greensboro in 1949. 


HERBERT CLARENCE NEBLETT 


Dr. Herbert Clarence Neblett was born 
on November 2060, 1887, in Lunenburg, 
Virginia. He attended Randolph-Macon 
College and William and Mary College, 
then entered the Medical College of Vir- 
ginia. His medical degree was granted 
by the last-named institution in 1914. 


Upon his graduation, he entered the 
Regular Army, serving through World 
War I and until 1928, at which time he 
resigned to enter private practice. While 
in the Army he obtained postgraduate 
training at the Army Medical School and 
at the New York Eye and Ear Infirmary. 


He began his private practice in Char- 
lotte, North Carolina, and continued in 
that city until his death. He was a mem- 
ber of the staff and former chief of oph- 
thalmology at Charlotte Memorial Hos- 
pital, and was on the active staff of Pres- 
byterian Hospital and the visiting staff 
of Good Samaritan Hospital! 


Medical societies with which he was 
affiliated included Mecklenburg, North 
Carolina, Medical Society, North Carolina 
State Medical Society, Tri-State Medical 
Society, North Carolina Eye, Ear, Nose 
and Throat Society, Southern Medical 
Association and the American Medical 
Association. Certified as a specialist by 
the American Board of Ophthalmology, 
he was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy. 


Dr. Neblett died on August 21, 1966. 
He is survived by his wife, Maybelle 
Small Neblett: a son, John Neblett: a 
daughter, Mrs. Perry Hayden: and one 
grandson. 


GORDON BALGARNIE NEW 


Dr. Gordon Balgarnie New was born in 
Hamilton, Ontario, Canada, on November 
6, 1885. He received the degree of Doc- 
tor of Dental Surgery from the University 
of Toronto in 1906, that of Bachelor of 
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1909, and that of Doctor of 
Medicine in 1915. In 1909 and 1910 he 
was an intern in the City Hospital of 
Hamilton, Ontario. 


Medicine in 


lor New 
Rochester. 


entered the Mayo Clinic, 
Minnesota, on May 20, 1910, 
as head of the Section of Postoperative 
Treatment, and as an assistant in laryn- 
gology and rhinology. In February, 1911, 
he was appointed head of the Section of 
Laryngology, Oral and Plastic Surgery. 
When the Mayo Foundation was estab- 


lished as a part of the Graduate School 
of the University of Minnesota in 19165, 
Dr. New was appointed assistant profes- 


sor of rhinology, laryngology and stoma- 
tology Later the designation was 
changed to professor of laryngology. Dr. 
New became a senior consultant on Jan- 
uary 1, 1950, and he retired from the 
staff of the Mayo Clinic on December 31, 
1950 


- Dr. New was among the pioneers in 
the field of plastic surgery in this coun- 
try and abroad, and he was extensively 
honored for his contributions to a branch 
of surgery many expanded since 
he entered it as a young man in 1911 
In 1952 he was awarded a silver plaque 
by the American Society of Plastic and 
Reconstructive Surgery for his contribu- 


times 


tions to plastic surgery: the award was 
the highest that could be given to a 
surgeon by that society. 


Many other honors came to Dr. New. 
He was president of the American Asso- 
ciation of Oral and Plastic Surgeons in 
1939, president of the American Academy 
of Ophthalmology and Otolaryngology in 
1945 and 1946, and president of the Pan- 
American Congress of Otolaryngology in 
1946. In 1947 he served as second vice 
president of the American College of 
Surgeons. In 1938 his exhibit on the cor- 
rection of facial deformities by means 
of plastic surgery won the certificate of 
merit of the American Medical Associa- 
tion, and in 1950 his exhibit on cancer 
of the mouth, which he prepared in as- 
sociation with Drs. John B. Erich and 
Kenneth DD. Devine, won the first award 
of the American Academy of Ophthal- 
mology and Otolaryngology. He was an 
international authority on tumors of the 
nose and throat 


Dr. New was certified as a specialist in 
otolaryngology in 1925 by the American 
Board of Otolaryngology, and as a special- 


American 
lie was 


ist in plastic surgery by the 
Board of Plastic Surgery in 193% 
a Life Fellow of the American Academy of 
Ophthalmology and Otolaryngology and 
a fellow of the American College of Sur- 
geons. Other professional affiliations in- 
cluded membership in the American Med- 
ical Association, the American Laryngolo- 


gical, Rhinological and Otological Soci- 
ety, the American Laryngological Asso- 
ciation, the American Society of Plastic 


and Reconstructive Surgery, the Minne- 
Academy of Ophthalmology and 
Otolaryngology, the American Associa- 
tion of Oral and Plastic Surgeons, and 
the Society of Sigma Xi 


sota 


died in Rochester, Minnesota, 


1954 


Dr. New 
October 


Survivors are his wife, Ethel Balley 
New: two sons, Gordon, of Solvang, Cali- 
fornia, and Robert, of Lakewood, Ohlo;: 
and two grandsons 


MICHAEL JAMES O'CONNOR 


Dor. Michael James O’Connor was born 
in Spokane, Washington, December 4, 
1907. He received his premedical work 
at the University of Washington and 
then entered Creighton University School 
of Medicine, Omaha, Nebraska. His de- 
gree in medicine was granted by the lat- 
ter institution in 1931. 


From 1941 to 19465, Dr. O'Connor 
served in the Medical Corps of the Army 
of the United States. He held the rank 
of lieutenant colonel. Returning to cl- 
villian practice in Tueson, Arizona, he 
served on the courtesy staff, Tucson Med- 
ical Center; as consultant to the Veterans 
Administration Hospital; on the staff of 
St. Mary's Hospital; and as attending 
physician in ophthalmology for the Ari- 
zona State School for the Deaf and 
Blind. 


He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngol- 
ogy, a specialist certified by the American 
Board of Ophthalmology, and a member 
of the American Medical Association, 
Pima County Medical Society and Arizona 
State Medical Soctety. 


Dr. O'Connor died on October 3, 1964, 
in Tucson, at the age of 46 years. 
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RODERIC PATRICK O'CONNOR 


Dr. Roderic Patrick O'Connor was born 
in Washington, ID). C., in 1878, and died 
on July 6, 1955, at Carmel, California. He 
was graduated from the University of 
Vennsylvania Department of Medicine in 
1900 and interned at St. Mary's Hospital, 
Philadelphia. 

Following a long service in 
lar Army, Dr. O'Connor established his 
practice in Oakland, California, and be- 
came a member of the staff of the Provi 
dence Hospital and a consultant for Chil- 
dren's Hospital of East Bay 


the Regu- 


Klected a 
Academy of 
laryngology in 


Fellow of the 
Ophthalmology and Oto- 
1918, he was elevated to 
Life Fellowship in the Academy in 1948 
A specialist certified by the 
Board of Ophthalmology, Dr 
was a member of the 
Association, the 


American 


American 
() Connor 
Medical 
Oto-Oph- 
Western 


American 
Pacific 
Society, 
Ophthalmological 

After maintaining his 
Park, California, and 
for many years, Dr 


(Coast 
and the 
Society 


thalmological 


home in Menlo 
Oakland 
O'Connor had moved 
to Pebble Beach only a short time before 
his death. 


offices’ in 


Survivors are his wife, Gertrude O'Con 
nor: a daughter, 
Willey: and 


Katherine 
two grandchildren 


(Connor 


BASCOM HEADEN PALMER 


lr. Bascom 
October 13, 


lieaden Palmer was born 
188%, in Lake City, Florida, 


and died in Miami, Florida, on Septem- 
ber 2, 1954. He attended the University 


of Florida at 
(College at 


Gainesville and Guilford 
Greensboro, North Carolina. 
A student at Tulane University School of 
Medicine, he was president of his class 
when he was graduated in 1914. He did 
graduate work in ophthalmology at the 
University of Pennsylvania School of 
Medicine. 

Dr. Palmer began the practice of medi- 
cine in 1923 at Miami, Florida. There 
he became affiliated with Jackson Memo- 
rial Hospital and Dade County Hospital; 
he was trustee of the Dade County Blood 
Bank and adviser to the Dade County 
Health Department. 


A specialist, certified by the American 
Board of Ophthalmology, he was a Fel- 
low of the American Academy of Oph- 
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thalmology and Otolaryngology and of 
the American College of Surgeons and a 


member of the American Medical Associa- 


tion and the Dade County Medical So- 
clety 
During World War |, Dr. Palmer 


served as an officer in the Air Force. He 
was past president of the Florida Coun- 
cil for the Blind, and for many years an 
adviser to the Lighthouse for the Blind 
in Miami. He recently received a citation 
from the President Eisenhower Commit- 
tee for Work with the Physically Handi 
capped. He was a member of the Metho-. 
dist Church and an 
the Rotary Club 


honorary member of 


Dr. Palmer is survived by his wife, 
Helen KE. Palmer: and two daughters, 
Nancy H. Palmer and Mrs. Robert Kurtz 


WALTER ROBERT PARKER 


Dr. Walter Robert Parker died April 1, 
1955, at his home in Grosse Point, Michi- 


gan. Doctor Parker was born in Marine 
City, Michigan, on October 10, 1865, 
and his preliminary education was 


received in the 
schools. lle 
Military Academy in 
he received his Bachelor of Science de- 
from the University of Michigan, 
and his degree in medicine was conferred 
by the University of 


Marine City public 
attended the Michigan 
In 


Pennsylvania in 


His postgraduate 
sive for his 


training was exten- 
time. He was intern at St. 
Joseph's Hospital, Philadelphia, in 1891- 
492 and at Children’s Hospital, Philadel- 
phia, the 


following year. Ophthalmolo- 
vical training was obtained the next 
year at Wills Eye Hospital in Philadel- 


phia and by postgraduate study in Vienna 
in IS%6. 


Doctor Parker then moved to Detroit, 
Michigan, where he opened an office, lim- 
iting his practice to diseases of the eye 
and ear. He became clinical professor of 
ophthalmology in Detroit College of Med- 
icine in 1899 and remained at this post 
until he was appointed clinical professor 
of ophthalmology in the University of 
Michigan in 1905. He was appointed pro- 
fessor of ophthalmology, University of 
Michigan, in 1907 and held this post un- 
til 1932, when he retired from the Uni- 
versity as emeritus professor of ophthal- 
mology. During his association with the 
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conducted a 
ophthalmology in 


of Michigan, he 
practice in 


University 
part-time 


Ann Arbor and Detroit. He was consul- 
tant in ophthalmology at Harper and 
Woman's hospitals in Detroit and St 


Arbor. At the 
Arbor, where 
Department of 


Hospital in Ann 
University Hospital, Ann 
he was chairman of the 
Ophthalmology, he established one of the 
first three-year residency 
training programs in ophthalmology, and 
this training program has 
been a model for many others throughout 


Joseph 


progressive 
progressive 


the country to this day 


Mutstanding among the many citations 
and upon Doctor Park 
er during his active vears were an hon 


honors bestowed 


orary Doctor of Science degree from the 
University of Pennsylvania in 1926 and 
another from the University of Michigan 
in 1935. He received the Knapp Medal 


from the Section on 
the American 
1916 for his 
of tension of the 
ema bie 


Ophthalmology of 
Medical Association in 
research on the relation 
papilled 
contributions 
and at one 
the editorial staff 
Ophthalmology 


eveball to 
made numerous 
to the ophthalmic literature, 
member of 


Archives of 


Parker's 
points of 


time was a 
of the 


Doctor military connections 
interest for him. He 
recount his experiences as an 
Knsign in the U. S. Navy in during 
the Spanish-American War when he 
served on the USS Yosemite. Between 
i917 and 1919 he Colonel in the 
Medical (‘orps, in charge of the Division 
of Head Surgery, in the Office of the Sur 


Washington. 


were high 
loved to 


Wiis 


vyeon General 


World War I 


Parker member of 
the American Academy of Ophthalmology 
and Otolaryngology in 1903, when its 
membership numbered less than two hun 
dred. His name appears on the 
ter, which is the oldest list of 
members extant. He was keenly 
ed in its growth 


during 


Doctor became a 


ros 
Academy 
interest 
and for many years took 
an active part in its educational program 
Doctor Parker President of the 
Academy in 1922 


Wis 


other 
included the 
Association, of 


Membership in professional so 
American Medical 


which he (Chairman 


cieties 


Wiis 


of the Section on Ophthalmology in 
1916; the American Ophthalmological So 
ciety, of which he was president in 
1928; and French and British ophthal- 


moiogical societies. He was also a mem- 


ber of the Council of the International] 


Federation of Ophthalmological Societies, 
and a fellow of the American College of 
Surgeons. During his college years he 
was a member of the Delta Kappa Epsilon 
and the Nu Sigma Nu fraternities. He 


was an active participant in the Detroit 
City Club, the University Club of De- 
troit, the Detroit Country Club, Grosse 
Point Club. and the Yondotego Club 


Doctor Parker's wife. Margaret Watson 
Parker. died in 19236: there were no chil 
dren 


RALPH STEVENS PENDENTER 


Dr Ralph Stevens Pendexter was born 


in IS77. He was a graduate of tHlahne 


mann Medical College and Hospital of 
Philadelphia, receiving his degree of Loc 
tor of Medicine in 1918. He also held the 


degree of Bachelor of Laws from George 
town University 


A specialist certified by the American 
hoard of Ophthalmology, he 
Fellow of the American Academy of 
and Otolaryngology 


medical 


became 


Ophthalmology 
Other 

which he 
American 


organizations of 
was a included the 
Medical District 
of Columbia Medical Society, and George 
Washington Medical Society. Ile was for 
associated with the kpiscopal 
Kar and Throat Hospital in Washington 
associate in ophthalmology 
Washington Medical School: and ophthal 
Washington Hos 


member 
Association 


(;eoree 


mologist at the George 
pital Dispensary 
Dr Pendexter died on September 24 


1954. at the awe of 75 years 


PREDERICR FRANKLIN PIERCY 


lor Frederick 
Youngstown. Ohio. 


22, 1882 


Franklin VPierey of 
was born on January 
in Adel, lowa, and died on Feb 


ruary 17, 1955. His early education was 
obtained in Adel, and he then attended 
lbrake University, from which he was 


vyraduated with the dewrees of HKachelor 


of Science in 1905 and Doctor of Medi- 
cine in 1907. He also attended the Unl- 
versity of lowa 

For nine years, Dr. Pierey practiced 


medicine in Delta, lowa, and then he ob- 
tained postgraduate training in otolaryn- 
ecology at New York Postgraduate School 
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and Hospital. Moving to Youngstown, he 
became associated with Youngstown Hos- 
pital, serving on the medical and teach- 
ing staffs from 1917 to 1953. 

A specialist certified by the American 
Board of Otolaryngology, he was a Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology and of 
the American College of Surgeons. Other 
medical societies of which he was a mem- 
ber included the American Medical As- 
sociation, and the county and state medi- 
cal organizations. 

An active member of the Disciples of 
Christ Church, he served as chairman of 
the board for eight years and for many 
years taught in the church school. Other 
interests included the Kiwanis Club, 
golf and tennis. 

Dr. Piercy is survived by his wife, 
Alice M. Piercy; a son, Roger A. Piercy, 
of Phoenix, Arizona; and five grandchil- 
dren. 


KASPAR PISCHEL 


Dr. Kaspar Pischel was born in 1862 
in Austria. He was a graduate of Inns- 
bruck University, receiving the degree 
of Doctor of Medicine in 1886. He was as- 
sistant in the eye clinics of Innsbruck 
University and Vienna University. 

After coming to America, Dr. Pischel 
made his home and established his prac- 
tice in San Francisco. He was a member 
of the visiting staff of Stanford Univer- 
sity Hospital. He was a member of the 
American Medical Association, the Amer- 
ican Laryngological, Rhinological and 
Otological Society, and the Pacific Coast 
Oto-Ophthalmological Society, of which 
he was president in 1926 

In 1942 at the Forty-Seventh Annual 
Meeting of the American Academy of 
Ophthalmology and Otolaryngology, Dr. 
Pischel was elected an Honorary Fellow 
of the Academy in recognition of his con- 
tributions to ophthalmic science. 

Dr. Pischel died on April 9, 1953. He 
is survived by his son, Dr. Dohrmann 
Kaspar Pischel, of San Francisco, an oph- 
thalmologist and Fellow of the Academy. 


EVERETT POWERS 


Dr. Everett Powers, of Carthage, Mis- 
souri, died in Carthage on December 6, 
1954, at the age of 85 years. He was 
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June 2, 
schools in 


Missouri, on 
attended public 
Missouri and the State Normal School 
at Warrensburg. His medical education 
was begun in 1892 at the Eclectic Medi- 
cal Institute in Cincinnati, Ohio. He then 
enrolled in Jefferson Medical College in 
Philadelphia and was graduated in 1896. 
His postgraduate training was obtained 
at Post-Graduate Hospital in New York, 
Philadelphia Polyclinic Hospital, the 
University of Vienna and the University 
of Berlin. During 1927 Dr. Powers was 
resident of the Basle Eye Hospital in 
Switzerland 

He began the practice of medicine 
in Monett, Missouri in 1896 and moved 
to Carthage, Missouri in 1899, where he 
became a member of the staff of McCune- 
Brooks Hospital. From 1930 to 1937 he 


born in Labadie, 
1869. and 


was chief-of-staff of the latter institu- 
tion. 
A Life Fellow of the American Acad- 


emy of Ophthalmology and Otolaryngolo- 
gy, he had been elected to membership 
in 1916. He was a member of the Ameri- 
can Medical Association, the Missouri 
State Medical Association, Jasper County 
Medical Association and Southern Medi- 
‘al Association. 

In World War I, Dr. Powers served as 
a Major in the Medical Corps. He was a 
member of the Episcopal Church, the 
American Legion, and for over 50 years, 
the Masonic Lodge. 

Surviving are his wife, Marian Wright 
Powers: a daughter, Marian Powers Win- 
chester, of Carthage: and a sister, Mari- 
etta Powers Wood, of Seattle, Washing- 
ton. 


SAMUEL SANDY QUITTNER 


Dr. Samuel Sandy Quittner was born 
December 25, 1886, in Norwalk, Connec- 
ticut, and died January 10, 1955, at his 
home in Pacific Palisades, California. 

His degree in medicine was granted by 
New York University in 1907, and he 
served an internship at Washington 
Heights Hospital in New York. Postgrad- 
uate training was obtained in Vienna, 
Austria. 

Dr. Quittner began his medical prac- 
tice in New York City and continued for 
a few years in North Carolina. He then 
moved to Cleveland, Ohio, and made that 
city his home until he retired at the age 
of 65 years and moved to California. 
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In Cleveland, Dr. Quittner was on the 
medical and teaching staffs of Mt. Sinai 
Hospital, for twenty-five years as chief 
of the Ear, Nose and Throat Department, 
and for a number of years as chairman 
of the medical council. He was on the 
staffs of Charity and City Hospitals, and 
for ten he was consultant in oph- 
thalmology for the city schools. 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, he was also affiliated with the Cleve- 
land Academy of Medicine, the Ohio 
State Medical Society, and the American 
Medical Association. He contributed nu 
merous articles to the medical journals 


years 


Of Jewish faith, Dr. Quittner was a 
member of Temple 105 for many years 
and an active member of B'nai B'rith 
Hie was a member of the Elks Club and 
the Oakwood Club. He travelled exten- 
sively and enjoyed golf, fishing, music 
and art. After retirement from medical 
practice, he found pleasure in gardening 
and painting and was writing a book on 
philosophy 
his wife, 


Dr. Quittner is survived by 


Ruth Quittner: a daughter, Joan Quitt- 
ner Miller: a son, George Quittner: and 
three grandchildren 


DAVID HENRY RHODES 


Dr. David Henry Rhodes was born on 
October 4, 1899, in Pittsburgh, Pennsyl- 
vania. He attended the University of 
Pittsburgh, receiving the degree of Bach- 
elor of Science in 1921 and the degree 
of Doctor of Medicine in 1923. He served 
his internship at Mercy Hospital, Pitts- 
burgh and a residency in Ophthalmology 
at Presbyterian Hospital, New York City. 

He was a member of the dispensary 
staff of Mercy Hospital and became oph- 
thalmologist on the senior staff of that 
hospital. Certified as a specialist by the 
American Board of Ophthalmology, Dr. 
Rhodes was elected a Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology in 1937. He was a member 
of the American Medical Association, the 
Medical Society of the State of Pennsy!- 
vania, Allegheny County Medical Society, 
and Pittsburgh Ophthalmological Society 


Dr. Rhodes died on October 31, 1954 
He is survived by his wife, who now re 
sides in McKeesport, Pennsylvania 


LEE T. RICHIE 


Dr. Lee T. Richie was born in 1871 
He attended Keokuk (lowa) Medical Col- 
lege, College of Physicians and Surgeons 
and was graduated with the degree of 
Doctor of Medicine in 1900. His long pro 
fessional career was devoted to the prac- 
tice of ophthalmology and otolaryngolo 
gy in Trinidad, Colorado 


lie was elected a Fellow of the Amert- 
can Academy of Ophthalmology and Oto- 


laryngology in 1918, became a Senior 
Fellow in 1943, and a Life Fellow tin 
1948 

Dr. Richie died in 1954 at the age of 


years 


HENRY PRIZER ROSENBERGER 


Dr. Henry Prizer Rosenberger, of Ab- 
erdeen, South Dakota, died in Park Rap- 
Minnesota, on February 27, 1955, 
from injuries sustained in an automobile 
accident. Born on June 14, 1896, Dr 
Rosenberger'’s early education was ob 
tained in Muscatine, lowa. He attended 
the University of Iowa Medical School 
and received the degree of Doctor of 
Medicine from that school in 1925 

After a 3-year fellowship in otolaryn 
gology at Miller Hospital in St. Paul, 
Minnesota, he studied for nine months in 
Vienna 


ids. 


Dr. Rosenberger began the practice of 
medicine in 1929 as a member of the 
staff of the Miller Clinie in St. Paul, and 
taught in the Graduate School of the Uni- 
versity of Minnesota for three years. He 
then went to Bismarck, North Dakota, to 
practice with the Quain and Ramatad 
Clinic and became a member of the staffs 
of Bismarck and St. Alexius hospitals 
there. Moving to Aberdeen, South Dako- 
ta, in 1949, he became a member of the 
staff of St. Luke's Hospital 

He was a specialist 
American Board of Otolaryngology and 
a Fellow of the American Academy of 
Ophthalmology and Otolaryngology. Oth- 
er medical affiliations included 
the American Medical Association, South 
Dakota State Medical Association, and the 
South Dakota Academy of Ophthalmolo- 
gy and Otolaryngology 


certified by the 


society 


An active member of the Presbyterian 
charge 
Fellowship 


Rosenberger was in 
Junior High Sehool 


Chureh, Dr 
of the 
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Group. He was also a member of the Ma- 
sonic order, Rotary Club and the Ameri- 
‘an Legion. 


Surviving Dr. Rosenberger are his 
wife: two sisters, Mrs. Don Russell and 
Mrs. J. H. Ruby: and one _ brother, 


Charles Rosenberger 


FRANK LEITH RYERSON 
Dr. Frank Leith Ryerson of 
Michigan, died in that city on 
1955, at the age of 68 years. A graduate 
of the Detroit College of Medicine in 
1911, he later served as assistant profes- 
sor of clinical ophthalmology at his alma 
mater, which is now known as the Wayne 
University College of Medicine. 


Detroit, 
April 3, 


luring World War I, he was a first 
lieutenant in the aviation section of the 
Medical Corps. Elected a Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology in 1925, he was a 
specialist certified by the American Board 
of Otolaryngology, a member of the 
American Medical Association, and a fel- 
low of the American College of Surgeons 


Dr. Ryerson had served on the staffs of 
the Shurly and Evangelical Deaconess 
hospitals, Eloise (Michigan) Hospital and 
Infirmary, and the City of Detroit Re- 
ceiving Hospital. 


Survivors are his wife, Louise Ryerson, 
son, Stuart: and three grandchildren 


WILLIAM EMIL SAUER 


Dr. William Emil Sauer, a Life Fellow 
of the American Academy of Ophthalmol- 
ogy and Otolaryngology, died at the age 
of 80 years on September 3, 1955. One 
of the earliest Fellows of the Academy, 
he was elected to membership in 1904. 


Evansville, Illinois, on April 
17, 1875, Dr. Sauer received his prelimi- 


Born in 


nary education in Sparta, Illinois, and 
then attended Shurtliff College at Alton, 
Illinois. His degree in medicine was 


received at Washington University School 
of Medicine, St. Louis, Missouri, in 1896. 
To obtain postgraduate training, he went 
to Europe and studied at 
Berlin, Vienna, Freiburg 


Heidelberg, 
and Halle 


SEPTEMBER 


OCTOBER, 1955 


Dr. Sauer established his medical prac- 
tice in St. Louis in 1896 and the same 
year became a member of the staff of 
Female Hospital of St. Louis, and the fol- 
lowing year at City Hospital. From 1905 
to 1912 he was an instructor in the Wash- 
ington University School of Medicine, and 
from 1925 to 1945 he was professor of 
otolaryngology and director of the de- 
partment. In 1934 he was named Dis- 
tinguished Service Professor of Otolaryn- 
gology at St. Louis University School of 
Medicine. 


Medical affiliations other than 
Academy membership included the Amer- 
ican Otological Society, American Laryn- 
gological Association, Trilogical 
American Medical Association, 
State Medical Association, St. Louis Med- 
ical Society and the St. Louis Ear, Nose 
and Throat Club. He was a senior coun- 
selor of the American Board of Otolaryn- 
gology. 


society 


Society, 
Missouri 


lr. Sauer is survived by his son. Wil- 
liam Nicholas Sauer, M.D... of St. Louis, 
also a Fellow of the Academy 


HUNTER WATT SCARLETT 


Dr. Hunter Watt Scarlett 
October 16, 1885, in Erie, Pennsylvania, 
and died in Philadelphia on December 23, 
1954. He graduated from the Uni- 
versity of Pennsylvania with 


the degree 
of Bachelor of Arts in 1907 and Doctor 


was born on 


Was 


of Medicine in 1911. From 1912 to 1916 
he was a resident at the American Hos- 
pital in Paris, assisting Dr. Morrax. Dur- 


ing this time, he served with the Amer- 
ican Ambulance Service, and he was co- 
founder of the American Ambulance 
Service of Paris. In 1917 he entered the 
Army Medical Corps, and was a 
during the First World War 


captain 


after the 
medicine 


Returning to this country 
war, he began the practice of 
in Philadelphia. He became consulting 
ophthalmologist at Bryn Mawr Hospital, 
ophthalmologist at Delaware County Hos- 
pital, associate ophthalmologist at Penn- 
syivania Hospital and assistant profes- 
sor of ophthalmology in the Graduate 
School of Medicine, University of Penn- 
svivania 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
yy, he was a specialist certified by the 
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American 
1919. His 


Board of Ophthalmology in 
other medical affiliations in- 
cluded the American Ophthalmological 
Society, the College of Physicians of 
Philadelphia, and the Philadelphia Coun- 
ty Medical Society 


While a student at the 
Pennsvivania, Dr. Scarlett was a member 
of the varsity football and was 
named on Walter Camp's All-American 
both in 1907 and in 1908. He was 
Spoon man of his class and a member of 
the Sphinx Senior Society and Phi Gam- 
ma Delta fraternity. His interests other 
than medicine included golf and Ameri- 
can History, and he was a member of the 
Episcopal Church 


Edith Ridgeway 
survives her husband 


University of 
team 


team 


Townsend Seartlett 


SCHLIVER 


Lt Kaufman Schlivek was born on 
March 2%. 1881, in New York City and 
died in the city of his birth on March 51, 
1955. He attended the College of the City 
of New York and then completed his med- 
ical education at Columbia University 
College of Physicians and Surgeons tn 
New York. receiving his degree of Doctor 


of Medicine in 1904. He started his prac 
tice in New York in 1906 

In 1917 he was appointed adjunct at 
tending ophthalmologist at Mt. Sinai hos 
pital, and continuing with that institu 
tion. he was successively associate attend 
ing oohthalmologist and attending oph 


thalmologist until 1945, 


ophthalmologist lle 


when he became 


consulting was a 


member of the staffs of New York Eye 
and Kar Infirmary and St. Joseph Hos- 
pital of Far Rockaway, New York, and 


clinical professor of ophthalmology at 


the College of Physicians and Surgeons 
Columbia University, New York 
Certified as a specialist by the Ameri 
can Board of Ophthalmology, Dr. Sechliv- 
ek was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngol- 
ogy and attained the status of Life Fel- 
low in 1955. He was a fellow of the 


American College of Surgeons and a mem- 
ber of the New York Academy of Medi- 
cine. the American Medical Association 
and New York state and county medical 
societies 


The Jacobi Medallion for meritorious 
service to the Alumni Association and the 
Mt. Sinai Hospital was awarded to Dr. 
Schlivek posthumously. He was a mem- 
ber of the Temple Israel in New York. 

Surviving are his wife, Elsie Birken- 
feld Schlivek: a daughter, Isabelle Schliv- 
ek Kinzler: a son, Louis: a brother, Max: 
two sisters, Theresa Schlivek Kleban and 
Goldie Schlivek Rodgers: and four grand- 
children 


ROY SCHOLZ 


Dr. Rov P 
IS7TS, in St Missouri, 
that city his home until 
on September 24, 1954 

lie attended Washington 
and was graduated with the 
Doctor of Medicine in 
time he established his 
in St. Louis. 

A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
ey, he was also a fellow of the American 
(‘ollege of Surgeons 
the American Laryngolowical, Rhinologi 
cal and Otological Society and the St 
Louis Medical Society 

Dor. Scholz is survived by 
(;race Mountjoy, of St 


Scholz was born April 21, 
Louis, and 
his death 


made 
there 


University 
degree of 
1904, at which 
medical practice 


lle was a member of 


his sister, Dr 
Louis 


RICHARD H. SEELY 


Dr Riehard H. Seely died in July of 
this vear at the age of 34 years, in Tren- 
ton, New Jersey lle native of 
Trenton and medicine there In 
father, Dr. Roy B 


was a 
practiced 
association with his 
Seely 

A graduate of 
and of Princeton 


Lawrenceville 
('niversity. he 


School 
received 


his degree in medicine from Jefferson 
Medical College, Philadelphia, in 1945 
After serving an internship at St. Fran- 


cis Hospital, in Trenton, Dr. Seely spent 
two years with the Army Medical Corps. 
lie then attended the University of Penn- 
svivania Graduate School of Medicine and 
completed a two-year residency at Wills 
Eve Hospital in Philadelphia 

At the time of his death 


associate 


lor. Seely was 
Francis 


opthalmologist at St 
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Hospital and Wills Eye Hospital and con- 
sultant in ophthalmology for the New 
Jersey Neuro-Psychiatric Institute, Skill- 
man, New Jersey. 


Certified as a specialist by the Amer- 
ican Board of Ophthalmology, Dr. Seely 
was a Fellow of the American Academy 
of Ophthalmology and Otolaryngology 
and a member of the American Medical 
Association and the Mercer County Med- 
ical Bociety. 


He is survived by his wife, Anne C. 
Smith Seely; two sons, Richard and Mi- 
chael: a daughter, Anne; two sisters, 
Mrs. John J. Frawley, Jr., and Mrs. Rus- 


sell G. Runkles; and his parents, Dr. and 
Mrs. Roy B. Seely, all of whom live in 
Trenton. 


JOHN JAMES SHEEDY 


Dr. John James Sheedy, of Plainfield, 
New Jersey, died in that city on Decem- 
ber 7, 1954, at 51 years of age. Born on 
June 3, 19038, in Philadelphia, he had 
his early schooling in that city and at- 
tended Temple Preparatory School and 
Villanova College. He received his medi- 
cal training at Temple University, in 
Philadelphia, and was graduated with the 
degree of Doctor of Medicine in 1930. 
Postgraduate work was done at various 
times at the University of Vienna, the 
University of Pennsylvania, New York 
bye and Ear Infirmary, University of In- 
diana and Gill Memorial Eye, Ear, and 
Throat Hospital in Roanoke, Virginia 


Having established his practice’ in 
Philadelphia in 1930, he became affili- 
ated with Saint Mary’s Hospital and 


Wills Eye Hospital. He was senior attend- 
ing physician and surgeon in the eye, 
ear, nose and throat department of Muhl- 
enberg Hospital in Plainfield. During 
World War II, he served four years as a 
major in the Army Air Corps. 


Dr. Sheedy was a Fellow of the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology and had been certified as 
a specialist by the American Board of 
Otolaryngology in 1950. He was a mem- 
ber of the American Medical Association, 
the New Jersey State Medical Society, and 
the Union County Medical Society. 


A member of Saint Mary's Catholic 
Church of Plainfield, he was also affill- 
ated with Rotary Club, Omega Upsilon 
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Phi, and the Plainfield Country Club. 
Golf was his favorite sport. 

Surviving Dr. Sheedy are his 
Mary Agnes L. Sheedy; 
gene Sheedy. 


wife, 
and a son, Bu- 


A. EDWARD SHERMAN 


Dr. A. Edward Sherman, Lt. Col. 
(M.C.) U.S.A., Retired, died on Decem- 
ber 19, 1954, in San Diego, California. 
Hie was born in Warsaw, Wisconsin, on 
March %, 1880, and attended schools in 
Wisconsin. His degree in medicine was 
received from Rush Medical College, Uni- 
versity of Chicago, in 1903. 

lie began practice in Aurora, [llinois, 
and subsequently had teaching and hos- 
pital appointments in Chicago and Min- 
neapolis. He served in the Army Medical 
Corps during World War I, two years be- 
ing spent overseas, and he remained in 


the Regular Army Medical Corps until 
his retirement in 1942. 
A Life Fellow of the American Acad- 


emy of Ophthalmology and Otolaryngol- 
ogy, he was also a fellow of the Ameri- 
can College of Surgeons and a member 
of the Texas Ophthalmological Society. 

While in the army he obtained special 
training in aviation medicine and studied 


with Dr. Chevalier Jackson in Philadel- 
phia, 

Dr. Sherman found interest and enjoy- 
ment in mineralogy, geology, art, and 
photography. Following his retirement 
from the Army, Dr. and Mrs. Sherman 


made their home in Calavo Gardens, El 
Cajon, California. 

Hie is survived by his wife and a daugh- 
ter, Mrs. James C. Carter, both residing 
in California. 


CLARENCE EDWARD SIDWELL 


Dr. Clarence Edward Sidwell was born 
in Keota, lowa, in 1879. He was a gradu- 
ate of the Chicago College of Medicine 
and Surgery, receiving his medical degree 
in 1910. An assistant in the pathological 
laboratories of the Chicago College of 
Medicine and Surgery from 1908 through 
1911, he served on the staff of the dis- 
pensary there from 1913 to 1918. 
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established his 


Having 


practice in 


Longmont, Colorado, he became a mem- 
ber of the staffs of Children’s, Presby- 
terian, St. Anthony, and St. Luke's hos- 
pitals in Denver; Community Hospital 


in Boulder: and St. Vrain 


Longmont 


Hospital in 


From 1918, Dr. Sidwell 
practice to ophthalmology and otolaryn- 
gology. A specialist certified by the Amer- 
Board ,of Otolaryngology, he was 
a Fellow of the American Academy of 
Ophthalmology and Otolaryngology and 
a member of the American Medical As- 
sociation and Colorado ophthalmological 
and otolaryngological was 
past president of the Boulder County 
Medical Society and past vice-president 
of the Colorado State Medical Society. He 
had service in World War I 


restricted his 


societies. He 


Dr. Sidwell 
tice 


retired from active prac 
iliness in January 1954, 
and he died on October 11, 1954, in Love- 
land 


because of 


Survivors are his 
Sidwell: a daughter, 
and grandsons 


Ruth 
Roman 


Allen 
Mack: 


wife, 
Mrs 
two 


ERNEST GERARD SMITH 


Or. Ernest Gerard Smith, of Lancaster, 


Pennsvivania, died in that city on No- 
vember 20. 1954. He was born in Pitts- 
burgh, Pennsylvania, on June 30, 1903 


A student in the 
Vania, he 


University of Pennsyl 


received the devree of Bache 


lor of Science from that institution and 
then entered Jefferson Medical College, 
from which he was graduated in 1930 


with the degree of Woctor of Medicine 
Additional work at the University of 
Pennsylvania led to the Master of Science 
degree in 1938. He was a fellow in oph- 
University Hospital in 


during 1937 and 193% 


thalmology§ at 
Philadelphia 


For a short 
medicine in 
Lancaster he 
staffs of St 


caster 


time, Dr 
taltimore 


Smith practiced 
After moving to 
member of the 
Joseph’s Hospital and Lan- 
County Hospital. Subsequently he 
became chief of the department of 
Lancaster General Hospital and associate 
in ophthalmology at the Graduate School 
of the University of Pennsylvania 


became a 


Certified as a specialist by the Ameri- 
can Board of Ophthalmology, Dr. Smith 
was a Fellow of the American Academy 


Otolaryngology 
American Medical 
Association. the Association for Research 
in Ophthalmology, the Pan-American As- 
sociation of Ophthalmology, and the In- 
ternational College of Surgeons 


and 
member of the 


of Ophthalmology 
and a 


member of the 
Wis 


lie was a 
Chureh and 
and gardening 


Episcopal 
interested in music 


Dr. Smith is survived by his wife and 
two daughters 


ALBERT CONRAD SNELL 


Dr. Albert Conrad Snell, of Rochester, 
New York, died December 11, 1954 at the 
age of &S3 years. He was born in Geneva, 


New York. May &, 1871, and received 
the degree of Doctor of Medicine from 
the University of Pennsylvania Depart- 
ment of Medicine, Philadelphia, in 1898. 


Dr. Snell organized the Department of 
Ophthalmology at the University of 
Rochester School of Medicine and Den- 
tistry when the was started in 
1925 and was lecturer in that department 
until his death. He served as vice-chalir- 
and chairman of the Section on 
Ophthalmology, American Medical Asso- 
and was chairman of a special 
committee on ‘‘visual which 
was with workmen's compen- 
diseases and injuries of the 
eve. He also was chairman of a commit- 
tee of the American Medical Association 
to formulate standards of vision that 
should be required for granting licenses 
to automobile standards 
were adopted by the Association in 1938. 

A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngol- 
oxy, Dr. Snell had been named president- 
elect of the Academy in 193% but because 
of illness he resigned the office before 
being elevated to the presidency. He was 
past president and secretary of the Medi- 
cal Society of the County of Monroe, and 
in 1953 the Rochester Academy of Medi- 
cine, of which he was a member 
him their 
ser Medal 


Other professional affiliations included 
membership in the American Ophthal- 
mological Society, the American Asso- 
ciation for the Advancement of Science, 
the Association for Research in Ophthal- 
mology, and the College of 


school 


Clation 
economics” 
concerned 
sation for 


drivers: those 


awarded 


hiwghest honor, the David Kal- 


American 
Surgeons 


| 
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During World War I, Dr. Snell served 
as chairman of a medical advisory board 
unit, and he was consultant in ophthal- 
mology for the same board during World 
War Il. He was president of the board 
of trustees of the Harley School, and for 
thirty years chief of staff of the Rochester 
General Hospital. For many years he 
served on the staffs of the Infant Sum- 
mer Hospital, Hillside Children’s Cen- 
ter, Strong Memorial Hospital, and Park 
Avenue Hospital. He was a frequent con- 
tributor to medical literature and wrote 
“A Treatise on Medico-legal Ophthalmol- 
ony.” 

Among the survivors is his son, Dr 
Albert Conrad Snell, Jr., of Rochester, 
also an ophthalmologist and a Fellow of 
the Academy 


IGNATIUS GRORGE SOMMERS 

Dr. Ignatius George Sommers (Ignaz 
Sommer), assistant professor of ophthal- 
mology, of Medical Evangelists, 
Los Angeles, California, died on August 
1k, 1954, in Angeles 


College 


Los 

Dr. Sommers was born May 3, 1894, In 
Vienna, Austria. His education was re- 
ceived in that city, and in 1919 he was 
awarded his degree in medicine by the 
University of Vienna. Postgraduate work 
was done at the General Hospital and 
Polyclinie Hospital in Vienna. In 1925 
he became assistant to Professor Sachs 
in the ophthalmology department, and 
two years later, assistant to Professor 
Alexander in the otolaryngology depart- 
ment 


Having established residence in the 
United States In 1928, he 
turalized citizen in 1944. He was licensed 
to practice in Illinois, New York, New 
Jersey and California. From 1939 to 1943 
Dr. Sommers was lecturer in ophthalmol- 
oxy in Long Island Medical College, 
Brooklyn, New York, and attending pa- 
thologist at the Harlem Eve and Ear 
Hospital in New York City. The next few 
years were spent in Chicago as a fellow 
in pathology at Cook County Hospital 
and as surgeon and pathologist at the 
Chicago Eye, Ear, Nose and Throat Hos- 
pital. In 1947 he moved to Los Angeles 
and established a private practice, later 
becoming affiliated with the College of 
Medical Evangelists. 

Dr. Sommers was a 
American Academy of 


became a na- 


Fellow of the 
Ophthalmology 
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and Otolaryngology; a diplomate of the 
American Board of Ophthalmology as 
well as the American Board of Otolaryn- 
gology, and a member of the American 
Medical Association. 

Hie traveled extensively, lecturing on 
his specialties in Europe and America. 
Hle was the author of numerous medical 
papers published in German, French, and 
English. He was the author of “Histology 
and Histopathology of the Eye and Its 
Adnexa’’ and co-author with Speigel of 
“Neurology of the Eye, Ear, and 
Throat.”’ 


Nose 


The extensive collection of histological 
and pathological slides and the micro- 
scopes which Dr. Sommers had acquired 
were willed by him to the College of Med- 
ical Evangelists 

Aside from his 
practice, Dr 
terest in 


medical teaching and 
Sommer maintained an in- 
music and sports. 

He is survived by his wife, Vita §$ 
Sommers, Ph.D., who in addition to her 
routine work as a clinical psychologist, 
maintains an especial interest in the 
blind and serves as counselor to parents 
of blind children 


IRWIN GABRIEL SPIRSMAN 


Dr. Irwin Gabriel 
wood, Illinois, died in 
setts, September 11, 
5% years 


Spiesman, of May- 
Boston, Massachu- 
1954. at the age of 


A graduate of the University of Illinois 
College of Medicine, Dr. Spiesman ob- 
tained postgraduate training in Vienna 
und Berlin. Since 1927 he had been on 
the teaching staff of his alma mater in 
the otolaryngology department: at the 
time of his final illness he was engaged 
in research on the common cold being 
conducted by the University for the Unit- 
ed States Air Force. He was also a staff 
member of the Westlake Hospital in Mel- 
rose Park and of the Research and Edu- 
cational Hospital in Chicago 

A Senior Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology, Dr. Spiesman had been certified 
as a specialist by the American Board of 
Otolaryngology and was affliliated with 
the American Medical Association, the 
Chicago Medical Society and the Society 
of Sigma Xi. 

Surviving Dr 
Sonya Forthal 


Splesman are 
Splesman: a 


his wife, 


son, Guy 
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Dwight Vanuel 


and a sister 


Splesman a brother, Dr 
G. Spiesman, of Chicago 


Vrs. M. Werch. of Chicago 


LUWARD CHRISTIAN SPITZE 


Dr. Edward Christian Spitze was born 
in kdwardsville July 7, 1875 
from the Washington 
Medicine, in St 
City 
assistant in 
Kwing lie 
Welfare 
Group Hos 


Illinois, on 
lie was graduated 
University School of 
1902 and interned at 


or foul vears he 


Louis, in 
pital was 
ophthalmology to Dr A 
ved on the staffs of Christian 
liospital, and the St. Mary’ 
| ind for many yea! was a member 
hington University 
World War 
Medical Corps 


facuitv of Wa 
Viedicine 


captain in the 


of the 


hool of During 


Life 
Academy of 


Fellow of the 
Ophthalmology 


Dr. Spitze was a 
American 
and Otolaryngology having been elected 
Tle was 


by the American Board of Ophthalmology 


to membership in certified 


and was a member of the American Medi 
eanl A ociation a well as of the St. Clair 
(County Viedical SO ery and the St 
Louis Ophthalmological Society Of the 
latter two societie he Was a past presi 
dent 


In 1952, Dr 
Louis to make his 
Illinois. He died in the 
Hospital in Urbana on 
1954, at the age of 79 


from St 
Champaign, 
Carle Memorial 
December 27, 


Spitze moved 


home in 


PREDERICK LEAVER STAUFFER 


Dr. Frederick 
Lake City, Utah 
Kentucky, May 18, 
was 


Leaver Stauffer, of Salt 
born in 


wis Louisville, 
Hlis preliminary 
education obtained in Utah 
and he then attended Columbia Univer 
sity, receiving the Doctor of 
Medicine in 1918. Postgraduate work was 
done at St. Luke's Hospital, Bellevue 
Hospital, Tulane University, and the Uni 
versity of Pennsylvania. He began his 
limited to diseases of the eve. 
throat, in Salt Lake City. 
continuing in that city until his death on 
November 10, 1954 


schools. 


devree of 


practice, 
ear, nose and 


Dr. Stauffer was assistant clinical pro 
fessor of surgery at the University of Utah 


College of Medicine and 


member 


Was it 


‘ident of the medical 
Latter 
pital of Salt Lake City 
erved on the stalf of 
liospital 


and past pre stall of 


(;,roves Saints llos 
kor VvVears he 


l’rimaryvy Children 


(Certified by the 
Qbtolary neolowy iti 


of the American A: 


y and 


American Board of 
i426, he was a Fellow 
idemy of Ophthalmol 
ther medical 
included the Intermountain 
Oto-Ophthalmological Society, the Ameri 
Medical Asso \Mied 
(county 
Vedical As 


athliations 
ean iuntion. Utah State 
and Lake 


ocimtion lle was a 


ical ation 


member 


and past vice-president of the Pacifie 
(oast Oto-Ophthalmological Society 

Wis i member of the 

(hurech of Jesu Christ of Latter-day 

tint uring his recreational hours he 

an avid sportsman. He is urvived by 

his wil imuth S. Stauffer, of Salt Lake 


Dorothy 
und a son 
Viountain View Chali 


dauehter 
iite@l ol 


Stauffer Can 


Priti 


rornia 
LLEBERT JOHN STRIKOL 
Vibert Strikol wa born in 
\msterdam, New York, in 1892. Hf was 
rduated fro Temple Unive: ty School 


of Medicine, Philadelphia, in 
internships at 
tal, Vhiladeiphia, 


Wilmington he 


Fol 


lowing Samaritan 


bie 
Hlospital, 
Obtained poste 
Vienna. He 


Hiospital, 


and Delaware 


raduate 


training in served residencies 


it Graduate Pennsylvania Uni 


rsity, and at Wills Hospital 
Certified as a specialist by the Ameri 
can Board of Ophthalmology in 1933. 


Ur. Strikol was a Fellow of the American 
Academy of Ophthalmology and Otolaryn 
and of the (College of 
rzeons ile with the 


and 


olowey American 
atiilinted 


Association 


wis 
Vedical 
state 


\merican eoun 


and medical societies 


While in practice in Wilmington. Dela- 
are, for served on the 
of (reneral, St. Fran 
and Delaware hospitals in that city 
was a member of the 
ory board for the 


many vyvears he 


ilmingeton 


advyi 
Service 


medical 
Selective 
Dr. Strikol 


moved from Wilmington to 


Florida several years ago and retired 
from practice in 1954. He died in Holly- 
wood, Florida, on May 6, 1955 
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MARVIN JAMES TAMARI 


Dr. Marvin James Tamari was born on 
April 17, 1894, in Austria. He attended 
the University of Vienna and received his 
degree in medicine from that institution 
in 1925. He came to the United States in 
1940, and served an internship at Michael 
Reese Hospital in Later he be- 
came attending otologist and 
director of the Illinois Eye and Ear In 
firmary, assistant at St. Joseph's Hospital, 
and assistant professor of the University 
of Illinois College of Medicine. He was 
also an instructor at the Eye and Ear In- 
firmary and at Michael Reese Hospital 

Elected a Fellow of the American 
Academy of Ophthalmology and Otolaryn.- 
gology in 1948, Dr. Tamari was a special- 
ist certified by the American Board of 
Otolaryngology and a member of the 
American Medical Iilinois 
State Medical Chicago Medical 
Society and Chicago Laryngological and 
Otological Society 

Dr. Tamari died on 
at the age of 60 


Chicago 


associate 


Association, 
Society, 


October 11, 1954, 


yea@©rs 


JAMES WALLACH TANNER 


Wallace Tanner was 
on January 27, 1893, in Franklin, 
and died on November 17, 
at Kau Claire, Wisconsin 

Hie attended Vanderbilt 
the University of Chicago, 
degree of Bachelor of Philosophy from 
the latter institution; his medical degree 
was received from the Rush Medical Col 
lege of the University of Chicago in 192s 
lie had residencies in both ophthalmolo 
vy and otolaryngology at Cook County 
Hospital in Chicago. Throughout his med 
ical availed himself of oppor 
tunities for further study 

Dr. Tanner began the practice of med 
icine in Eau Claire in 1931 and since that 
time has the staffs of Sacred 
Hleart Hospital and Luther Hospital. He 
had served as vice-president and 
retary-treasurer of Luther Hospital and 
had been on the teaching staff for nurses 
about 1933 

A specialist certified by both the Amer- 
ican Board of Ophthalmology and the 
American Board of Otolaryngology, Dr 
Tanner Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology and had missed only two of the 
annual sessions of the Academy since his 
election to membership in 1932. Other 


born 
Ten- 
1954, 


lr. James 


Nessee, 


University and 
receiving the 


career he 


served on 


as BeC 


since 


Wis it 


Si PTEMBER 


OM TORBER, 19 
medical organizations of which he 
member included the Central Wisconsin 
Society of Ophthalmology and Otolaryn 
gology, the State Medical Society of Wis 
consin, the Kau Claire-Dunn-Pepin Coun 
ty Medical Society, the Pan-American As- 
sociation of Ophthalmology the 
American Medical Association 

Dr. Tanner was the author of ‘‘Fibro- 
the Optic Nerve,’ which ap 
peared in the Wisconsin Medical Journal 
in 1940 and in the Yearbook of Eye, Ear, 
Nose and Throat in 1941 

Aside from his medical 
Tanner found interest in 
kinds. He 
vational 
served on 
Y.M.C.A 

Hie is survived by his wife, Louise W 
Tanner; a daughter, Mrs. W. R. Traut; 
and a son, James W. Tanner, Jr., who is a 
medical student 


Wis a 


sarcoma of 


practice, Dr 
sports of all 
member of the Congre- 
and Kiwanis Club, 
Board of Directors of 


Was a 
church 
the 


and 
the 


JOHN JOSEPH THROBALD 


Dr. John Theobald was 
in ISSS at Strasburg, Illinois. He was 
a exraduate of Rush Medical College, Uni 
versity of Chicago, receiving the degree 
of Doctor of 1918. He served 
Hospital, Chi 
additional work at 


Joseph born 


Medicine in 
un internship at 
and then 


llenrotin 
had 


lliinois Eye and Ear Infirmary 


W here he 
and 1924 
otolarvn 


was assistant 


professor ot 


surgeon in 
ile was assistant 
the University of Illinois, and 
“u member of the staffs of West Suburban 
Hospital and St. Anthony’s Hospital 

A Fellow of the American Academy of 
Ophthalmology and Otolaryngology 
192%, Dr. Theobald was a specialist cer 
tifled by the American Board of Otolaryn 
and a the 

Association, Chicago 
and Illinois Medical 

Dr. Theobald died on July 5 
is survived by his 
lbvorak Theobald, 
Vice-President of 
past 


at 


since 


roloe member of 


Vedical 


Society 


American 
Medical 
Society 

1955. He 
wife, Dr. Georgiana M 
former 
Academy. For the 
their home and 
Park, Illinois 


Fellow and 
the 
years 


hak 


twenty-five 


offices have been in 


HARRY VERNON 

Dr. Harry 
burg, West 
April 21, 
ber 19, 
ceived 


THOMAS 
Vernon Thomas, of Clarks- 
Virginia, died in that city on 
1955. He was born on 
1895, in Alexandria, Indiana, re- 
his early education in Greenville, 


lDecem 


¥ 
= 
| 
‘an 


\ 


then buck 


degree 


attended 
obtained his 


Pennsvivania, and 
nell University. He 
1925 from Johns Hopkins 
School of Medicine 


in medicine in 
University 


Postgraduate work in his specialty was 


done during 1928 and 1929 at Memphis 
Kye, Ear, Nose, and Throat Hospital in 


Memphis, Tennessee 
1929 he had 
in Clarksbure 
stall and teaching 
Mary's and Union 
burg, and was consultant 


Since lived and practiced 
During his career he held 
appointments at St 
Clarks 
in ophthalmol 
ozy at the Myer’s Clinic in Philippi, Wes 
ton City Hospital and Veterans Admini 
stration Hospital of Clarksbure 

A Fellow of the American 
of Ophthalmology and 
and of the American 
gyeons, he was also a member of the fol 
lowing medical organizations: Harrison 
Medical Society president), 


hospitals in 


Academy 
Otolarvngology 


College of Sur 


County (past 


West Virginia Medical Association, 
Southern Medical Association, West Vir 
ginia Academy of Ophthalmoloe and 


Association for Research 
Assoc} 


in Ophthalmology, Pan-American 


ation of Ophthalmology, and Southeast 
ern Surgical Congress. He was a diplo 
mate of the National Board of Medical 


Mxaminers 
World War | lor 
sucknell Unit 
recognition of his 
rrench 


Durine 
served with 
AS. In 


Thomas 
NO of 
services 
with the 


Army he was awarded 
the Croix de Guerre by the French Gov 
ernment in 

fe Was a member of Theta Kappa Psi 
and the Masonic Lodge and a past presi 


dent of Kiwanis Club. Active in philan 


thropie and community activities, he was 
a director of the Clarksburg Chamber of 
and 
Vianninege Commission at the time of 
his death 


lor Thomas is 


(Commerce chairman of the 


bure 


survived by his 
beatrice Gould Thomas 
ry \ of Cleveland 
student at Johns Hopkins University 
William @G of Akron, Ohio: a 
Kay, of Charleston, West Virginia: a sis 
Packe, of Ruffs Dale 
Pennsvivania: and one granddaughter 


wife 
liar 


medical 


three sons 
John it 
and 
brother 


ter, Susan Thoma 


HENNEY TOLMEAN 
Dr. Henry Tolman. of Salem. Massa 
chusetts, was born on October 15. 1879 
in Koston, and died on August 5 1954. 


in Keverly, Massachusetts. A 


vraduate 


VE CROLOGY 


of Harvard Medical School in L806, he 
established his 
specialist in otolaryngology lie was on 
the staffs of Salem Hospital, 
Hlospital, North Shore Babies 
and Danvers 
pital and consulting 
Cable Hospital, Ipswich. At 
was surgeon (otolaryngology) at Boston 
City Hospital. Dr. Tolman retired from 


practice in 1949 because of ill health 


practice in Boston, as a 

hey erly 
Hospital 
(VMassachusetts) State Hos 
larvngologist§ at 


one time he 


A Fellow of the American Academy of 
Ophthalmology and and 
of the American College of Surgeons, Dr 


Otolarvngologry, 


Tolman was also a member of the Amer 


ican Medical Association, Masachusetts 
Staute Medical Society, and the New Ene 
land Otological and Laryngological So 
ciety lie was certified as a specialist 
by the American Board of Otolaryngolo 


lie loved the out-of-doors, particularly 
Maine 

enthusiastic 
had 


enjoving his 
and 
traveler, he 


camp in the 
motoring An 
and Mrs. Tolman 
trips to together 
lie is survived by his 
ter Tolman 
Sears Shah, of 
bridges, of 
Children: and a 
man, of Derby 


woods. 
fishing, 
many 


wife, Jessie Car 

Virs. Leslie 
foston, and Mrs. John S&S 

Marblehead: four grand 

Richard S. Tol 

(Connecticut 


two daughters 


brother 


\MEERT HASTIE 


Canada 


Veitch of 

died in that 
1% lle Wiis 
and received his early 
ort Elgin, Ontario. 
lbsachelor of Vedicine was 


\imbert 
(ontario 


Toronto, 
eity on 
September 24 born on 
April 26 
education in 
devree of 
earned at the University of Toronto and 


tirmingham 


he began the practice of medicine in 
at Port He 

for poste 
and 


went la 
raduate work in eve 


throat 


eal hose specialties lie was 
College of 


i member of the Sur 
reonus thneland) 
Roval College of 


Veitch 


licentiate of the 
Vhysicians 
held hospital and 
appointments at St Michaels 
Wellesley Hospital, both in 
and at the University of 

bie was 


emy of 


(London) 
leaching 
Hlospital 
and Toronto 
‘Toronto 

“u Fellow of the American Acad 
Qphthalmology and Otolaryngol 
held memberships in the Acad 
Vedicine, Ontario, the 
College of Physicians and Surgeons of On 
and the 
cal Society 


ovy and 


emyv of Toronto 


(Canadian 


Otolaryngologi 


> 
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xtraprofessional interests included 
golf and fishing. He was a member of the 
United Church of Canada 

Dr. Veitch is survived by his wife, a 
daughter, Mrs. M. Basley; and a sister, 
Mrs. W. H. Dingwall 


THOMAS JOSEPH WALSH 


Or. Thomas Joseph Walsh of Phila 
delphia, Pennsylvania, died in that eity 
on May 14, 1955. He was born in Tre- 
mont. Pennsylvania, in 1893, and attend 
ed Jefferson Medical College. Receiving 
his medical degree from that school in 
i919. he served an internship at 5Bt 
Mary's Hospital, Philadelphia Subse 
quently, he became chief of otolaryngol 
ogy at St. Mary's Hospital and a member 
of the staffs of St. Luke's, Children’s, and 
St. Joseph's hospitals 

lle was elected a Fellow of the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology in 1939. Certified as a 
specialist by the American Board of Oto 
laryngology, he was a member of the 
American Medical Association, Pennsy! 
vania State Medical Society, and Phila- 
delphia Medical Society. 

Because of ill health, Dr. Walsh re 
tired from practice just a few months be 
fore his death 


MERRITT WHITACRE WHEELER 

DOr. Merritt Whitacre Wheeler, of Lake 
Elmo, Minnesota, died on June 21, 1954, 
at 67 years of age. A native of Albion, 
lowa, Dr. Wheeler attended the Univer- 
sity of Minnesota College of Medicine and 
Surgery in Minneapolis and received his 
degree in medicine in 1910 

A specialist certified by the American 
Board of Ophthalmology, he was a Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology and of 
the American College of Surgeons, and 
a member of the American Medical As- 
sociation 

Dr. Wheeler served on the staffs of 
the St. Luke's, Bethesda, and Charles T. 
Miller hospitals, Gillette State Hospital 
for Crippled Children in St. Paul, and 
Shriners’ Hospital for Crippled Children 
in Minneapolis. 

Because of ill health, Dr. Wheeler re- 
tired from active practice in 1946 and 
moved from St. Paul to his farm home 
at Lake Elmo. 


OTIS RUDOLPH WOLFE 


Dr. Otis Rudolph Wolfe, of Marshall 
town. lowa. was born December 15, 1885, 
at Canton, Illinois, and died September 
11. 1954. in Rochester, Minnesota. He at 
tended the University Medical College 
of Kansas City, Missouri, and received his 
medical degree from that institution in 
1910. Postgraduate work was done at 
Chicago Polyclinic Hospital 


Dr. Wolfe was chief of the Wolfe Eye 
Clinic and of Evangelical Deaconess 
liome and Hospital in Marshalltown. A 
Life Fellow of the American Academy 
of Ophthalmology and Otolaryngology, 
he also held memberships in the Ameri 
can Medical Aasociation, Marshal! County 
Medical Society, lowa State Medical So- 
ciety, Association for Research in Oph- 
thalmology, the International College of 
Surgeons, the Pan-American Medical As- 
sociation, and the lowa Academy of 
Science. Dr. Wolfe was especially inter- 
ested in cataracts of children, and he 
lectured extensively in this country and 
abroad. 

Surviving are his wife, Eunice Wolfe; 
and three sons, Otis D., Russell M. and 
lenry lL. Wolfe 


PAULL MAAWELE WOODWARD 


Dr. Paul Maxwell Woodward was born 
n Burrton, Kansas, in 1894. He attended 
Northwestern University Medical School 
in Chieago and received the degree of 
Doctor of Medicine from that institution 
in 1919. He was an intern, and subse- 
quently a resident, in eye, ear, nose and 
throat services, at Cincinnati General 
Hospital. He had served as clinician at 
the University of Cincinnati Medical 
School Dispensary, and he was a member 
of the staffs of Bethesda Hospital and 
Good Samaritan Hospital in Cincinnati. 

A Fellow of the American Academy 
of Ophthalmology and Otolaryngology, 
he was certified as a specialist by the 
American Board of Otolaryngology. He 
was a member of the American Medical 
Association, Ohio State Medical Associa- 
tion, Cineinnati Academy of Medicine, 
and the Cineinnati Society of Otolaryn- 
gology. 

After many years of practice in Cin- 
cinnati, Dr. Woodward died in that city 
on May 12, 1955. 
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BOOK REVIEWS 


MODERN TRENDS IN DISEASES OF 
(Hk ELAR, NOSI AND THROAT 
Maxwell | Klis. Paul B 
Hoeber, Inc., 49 East 33rd Street, New 
York 16, N. Y. 1954. 471 pp 


\lthough this 


several authors. the le vel of competence 


Olume Is A TeEVICW 


is in general high, and the subjects have 
been shrewdly selected to answer 


tions that the average otorhimologist 


might ted to ask 


lt would seem, however, that otolows 
better 
handled than rhinologyv. In the articles 


and laryngology are somewhat 


Otology and larvnygologi subjects 


there us much that oOtologists and larvn 
yologists of the widest experience will 


find informative and valuable 


In their article on “kunetions of the 
VieNally and 


duce a discussion that 1s remarkable not 
only 


Labvrinth,’ Stuart pro 


for its authority foo clarity 
and succinetness 


(awthorne s contribution on aural 
excellent, al 
though it seems probable that he has not 


read the articles of Meéemieére to which he 


vertivo is on the whole 


refers in his ‘historical note.’ The nat 


ural history of the disease as he de 
seribes it might be open to some ques 
tions, and his concept of vaseulat phys 
wlogy, particularly as it applies to the 
different 


hese Ob yer Lions 


labyrinth, seems rather than 
that usually envisaged 
must be considered minor, however. 
when compared to the over-all value of 


his discussion 


The articles of Littler on pure-tone 
audiometry and hearing aids are ap 
posite, concise and informative, covering 
topics on Which many otologists are in 
sufficiently The 
be said of the contributions of lowing 


informed might 


on deafness in children. It is refreshing 


to note that to Ewing deafness is syn 
onymous with defective hearing, and not 
total loss of hearing for speech 


The reviews of Simpson-Hall and R 
Scott Stevenson on the “surgical” and 


nonsurgical’ treatment of deafness. 
respectively, are standard considerations 
of generally well-known and accepted 


material 


Neqther 1s 


chemotherapy especially noteworthy 


the article by riedmann on 


hie artich 


lumarkin on “chron 


otorrhea ois one of the most Interesting 


and certainly one of the 


host contro 


versial in the volume 


ti ularly tor the 


applies 
urgical treatment ad 
vised 


ait chapte r on ranial complica 

tions of aural infections by Maxwell FE] 

lis and the one on orbital and intracranial 
complications of Sinus disease by blow 

ells should prove of partr ular interest to 
younger rhinologists, because these com 

plieations are, in general, outside the ex 

perience of younger men. The diseus 
sions are conservative and thorough, and 
the advice 1s excellent 


The chapter by Josephine Colher on 


facial paralysis is outstanding; prob 
ably itis the best treatment of this sub 
article on 
“Nasal Ca 

limited 
entitled to be 


heve that there 1s more to nasal physiol 
| 


m otologic literature 
nasal physiology, entitled 


tarrh,’ is sound but 


very 
(One certainly 
ogy than the nasal mucosa and ciliary 
activity 

Sterk Adams’ 
trons of the 


consideration of 
Upper part ol the respira 
tory tract in children seems reminiscent 
of the recent past rather than reflective 


of moc rr trends 
In the consideration of cancer of the 


larvox, Olmerod faces judienously the 


| 


XXXIV 


difficult decision as to whether radiation 
therapy or surgery or a combination of 
both should be used in a given case. He 
particularly avoids overenthusiasm for 
radical and destructive surgery in appar- 
ently hopeless cases, 

Curiously, this volume omits consider- 
ation of malignant processes of the nose, 
paranasal sinuses and mouth. Perhaps 
no modern trend in the treatment of 
these conditions could be described. The 
book ends with a very helpful treatise 
on changes in roentgenographic interpre- 
tation induced by modern therapeutic 


methods. 
H.L.W. 


KEKATOPLASTY. By R. Townley Paton, 
M.D. F.A.C.S. Blakiston Division, Mc- 
Graw-Hill Book Co. Inc., New York, 
N. Y. 1955. 280 pp., 87 figures (29 in ful: 
color), $28.50. 


This is a complete book on kerato 
plasty by a gifted author and surgeon 
who has presented in one volume the his 
torical background and the chronologic 
development of surgery of the cornea to- 
gether with a description of surgical 
techniques used by a number of surgeons 
as well as his own comments on results 
of the operations. 


The literature on the subject is not so 
voluminous but that it yields to summary 
by subject and the author has _per- 
formed a great service by his presenta- 
tion in brief of the essential features in 
each category. 


The chapters on anatomy and physiol- 
ogy of the cornea aid the reader in orien- 
tation when reviewing results of surgi- 
cal procedures that have variable results. 
In other chapters are revealed the rea- 
sons for selection of cases and donors 
and the type of surgery that holds prom- 
ise of best results. 


While he shows preference for partial 
penetrating grafts whenever suitable, 
he urges conservative management in 
doubtful cases and recommends lamellar 
types of grafting as most useful for cer 
tain cases, Histologic findings in corneal 
sections buth before and after surgery 
are discussed and presented in excellent 
figures that support the clinical aspects 
of cases that may be helped by kerato 
plasty, 


The operation is not too difficult for a 
well trained eye surgeon to attempt, and 
this book will be consulted repeatedly for 
in it are all the answers that can be found 
in a search of the hterature. There are 
many ophthalmologists who will not do 
keratoplasty, particularly penetrating 
transplants, because of the few patients 
who need it and the lack of suitable fa- 
cilities and material. However, every 
ophthalmologist must know how to ad 
vise his patients on eye conditions that 
may be treated by keratoplasty, and that 
knowledge can best be gained by having 
a copy of Paton’s “Keratoplasty” at 
hand. It is recommended for all who are 
engaged in active work in the broad 
held of vision. 


W.L.B. 
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| News - - - Notes 


AMERICAN COLLEGE OF SURGHONS Thursday, February 16 
The meeting of the American College 00 am-12°:00 
of Surgeons to be held in Philadelphia, Clinies in Local Hospitals 
Pennsylvania, in February 1956 will in 
clude the following program for the See ~: 00-9°00 p.m south Garden 
tion on Ophthalmology sellevue-Stratford 
residing: Albert D. Ruedemann, M.D 
Wednesday, February Lh Detroit: Professor of Oph- 
m thalmology Wayne University Col 
Clinies in Local Hospitals leve of Medicine: Chief of Stafi 
O0-5°00 pom South Garden Ophthalmology, Harper and City of 
hellevue-Stratford Detroit Receiving Hospitals; Diree. 
residing Hlarold Schetle, tor and President, Kresge Eye In- 
AC Philadelphia: Professor of 


Ophthalmology, University of Penn 


OSIUM ON MANAGEMENT OF 
‘vVivania Graduate School of Medi MANAGEMI | 


nos Due to Pathology in the 
SYMPOSIUM ON RECENT ADVANCES Orbit or Adjacent Structures 
IN OPHTHALMOLOGIC SURGERY Lorenz hk. Zimmerman, M.D, Wash 
(Cataract Surgery ington, bb © 
john M. MeLean, M.D)., New York; endocrine Aspects of Exophthalmos 
Vrofessor of Surgery (Ophthalmolo Rose Philadelphia 
ey), Cornell University Medical Col l'rofessor of Clinical Medicine, Uni 
Attending Sureeon-in-charge versity of Pennsylvania School of 
(Ophthalmology), New York Hlospi Medicine and Graduate School of 
tal Medicine; Chief, Endocrine Seetion, 
(;laucoma Surgery Medical Clinie, Hospital of the Uni 
raul A. Chandler, M.D... Boston: As versity of Pennsylvania 
woclate Clinical Professor of Ophthal Treatment of Exophthalmos from the 
mology lilarvard Medical School: Viewpoint of the Internist 
Surgeon, Massachusetts Eye and Ear William Jefferies, M.D... Cleveland 
Infirmary Professor of Medicine 
Reconstruction of the Lids Western Reserve University Sehoo! 
Wendell L. Hugh: FACS Of Medicine Vhysician-at-large. En 
llempstead, N (linteal Profes docrine Clink lniversity Hospital 
or of Ophthalmology, New York ol leveland 
[niversity College of Medicine: Ad Treatment of Exophthalmos from the 
visory Attending Surgeon, New York Viewpoint of an Ophthalmologist 
Kve and Ear Infirmary Attending lohn W. Henderson. M.D... Roche 
Ophthalmologist, Nassau Hlospital fey Minnesota Associate Professo: 
(Mineola, Of Ophthalmologry the Mayo Foun 
Dom. INTERMISSION dation Graduate School of the Unj 
io p.m. Present Status of Sureery of versity of Vinnesota (‘onsultant 
Ketinal Detachment section — of Ophthalmology Mayo 
Charles L. Schepens, M.D.. Boston C’ lini Ophthalmic Sureeon Wort 


rail Metl spits 
Director ol tetina Foundation and pods bie pital 


Clinical Associate, Harvard Medical hoo pm. Cocktails and Dinner, Warwick 
School hiotel (Sponsored by Section on 
i: pom. Lamellar Transpiantation (pithalmology of the College of 
R. Townley Paton, M.D. FACS. Mhysiclans of Philadelphia) 
New York: Clinical Professor of Ticket ror reservations 
Ophthalmology, New York Univer write Dt llarold G. Seheie, 312 
sity College of Medicine; Surgical south Tith St., Philadelphia 3, Pa 
Director Manhattan Eve, Kar and residing: Chairman, Section on Ophthal 
Throat Hospital mology, College of Physician 
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NXAVI TRANSACTIONS 


&:00 pm. Speaker: Paul A. Chandler, 
Boston: Associate Clinical 
Professor of Ophthalmology, Har- 
vard Medical School: Surgeon, Mas- 


sachusetts Eye and Ear Infirmary. 


SECTION ON OPHTHALMOLOGY 
AMERICAN MEDICA! ASSOCIATION 
Call for Papers 
The 1956 Meeting of the 
Ophthalmology will be held in Chicago, 
June 11-15, 1956, simultaneously with 
that of the Association for Research in 
Ophthalmology. 


Section on 


Anyone wishing to present a paper be- 
fore the Section is urged to communicate 
with Dr. Harold G. Scheie as soon as 
possible. A title and an abstract of 50 to 
150 words must be in his hands by Janu- 
ary 1, 1956. His address is 313 South 
Street, Philadelphia 3, Pennsyl- 
vania. 

Anyone wishing to present a paper be- 
fore the Association for Research should 
contact Dr. Lorand V. Johnson as soon as 
possible. His address is 10515 Carnegie 
Avenue, Cleveland 6, Ohio. 


Members are reminded that their con- 
tributions to the Knapp Fund are now 
due and payable to Dr. Parker Heath, 
Sullivan, Maine. A $10.00 contribution 
entitles members to a volume of the 1955 
Transactions of the Section. Contribu- 
tions in excess of $10.00 are invited 


EIGHTH ANNUAL CONFERENCE 
ON ELECTRICAL TECHNIQUES IN 
MEDICINE AND BIOLOGY 

The American Institute of Electrical 
ingineers and the Institute of Radio En- 
gineers and the Instrument Society of 
America will sponsor the Eighth Annual 
Conference on Electrical Techniques in 
Medicine and Biology which will take 
place in Washington, November 
14-16, 1955, at the Shoreham Hotel. 

The purpose of this annual conference 
is to stimulate the exchange of ideas and 
greater cooperation among physicians, 
physiologists, biophysicists, and engi- 
neers, concerning matters of mutual in- 
terest. 


The program follows: 


TEMBER 


OCTOBER, 19 


Morning of November 14 

Recent Advances in 
phy (4 papers) 

Chairman: Theodore F. Hilbish. 

M.P.H.,, Chief, 

Radiological 

National 

Bethesda, 


Angiocardiogra- 


M.D 
Diagnostic 
Service 
Institutes of Health 
Maryland 


Afternoon of November 14 


Inspection trip to the 
tutes of Health, Bethesda 


National Insti 
Marviand 


Morning of November 15 
Audiology and 
Hiearing (4 papers) 
Chairman: Dr. Seott Reger, 
Department of 
ogy 
University of 


Instrumentation for 


Otolaryngol 


lowa Hospital 


lowa City, lowa 


Afternoon of November 15 


trip to Naval 
Institute, Bethesda. 


Inspection 
search 


Medical Re 
Maryland 


Morning of November 16 
Instrumentation in 

ology (6 papers) 
Chairman: W. A. Wildhack, 
Chief of Office of 
strumentation 
National Bureau of 

ards 
Washington, ID. 


Medicine and Bi 


Basic In 


Stand 


Afternoon of November 16 


Inspection 
Standards, 


trip to National 
Washineton, D. C 


of 


MID-WEST SECTION OF THE 
ASSOCLTATION FOR RESEARCH 
IN OPHTHALMOLOGY 


The Mid-West 
tion for Research 
meet at 
cago on 
Chicago 


Section of the Associa 
in Ophthalmology will 
Northwestern University in Chi- 
Saturday, March 17, 1956. The 
Ophthalmological Society will 
have a meeting on the following Monday, 
March 19, 1956, so that those who attend 
the Mid-West Section meeting 
attend the Chicago Society 
they wish. 


may also 
meeting if 


The Section is planning a selected and 
varied program that will have a wide 
appeal to men in scientific flelds related 
to ophthalmology 
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NEWS NOTES 


CALIFORNIA 


The Research Study Club of Los Ange 
les will hold its Twenty-fifth Annual Mid 
winter Clinical Convention in Ophthal- 
mology and Otolaryngology January 16 
through January 27, 1956 


kor otolaryngology, the rues! lec turers 
Will include It enjamin Shuster, 
University of Pennsylvania, Philadelphia: 
Dr. French K. Hansel, Hansel Founda 
tion, and Washington University, St. Lou 
is; Dr. Edmund P. Fowler, Jr... Columbia 
University, and Presbyterian Hospital, 
New York City; and Chauncey ID. Leake 
Ohio State University, Columbus 


ther lecturers will be representatives 
of the three local medical schools. [Dr 
\lden H. Miller, Dr. Joel J. Pressman 
and Dr. H. James Hara will deal with the 
larynx and associated diseases. Dr Ben 
jamin Simkin discuss endocrine 
phenomena in otolarvngology and 
Hi. Russell Fischer will discuss pathologs 


Instruction courses in otolarvngology 
will be provided by three of the enest 
speakers Shuster, Dr. Hansel, and 
Dr. Fowler; also by Dr. Aram Glorige J: 
and Douglas KE. Wheele Pho) both of 
los Angeles and authorities in audiom 
etry 


Guest lecturers for ophthalmology will 
include Dr. F. Bruce Fralick, University 
of Michigan, Ann Arbor Dr Harold F 
Falls, University of Michigan. Ann Arbor 
and David Harrington. University 
of California jerkeley 


Instruction course In ophthalmology 
will be presented by Dr. Harrington on 
ficker-fusion perimetry liomer 
Smith, of Salt Lake City. on anterior 
Chamber hemorrhage Loy James N 
(;reear, J! OF Reno, on intraocular tu 
mors; Dr. Max Fine, of San Francisco. on 
keratoplasty; and Dr. W. C. Cameron. of 
Tacoma, on cataract surgery 

rhe first week Monday through Fri 
day, January 16-20 will be devoted to 
otolaryngology Motion pictures will be 


shown Monday, Tuesday, Thursday and 
rriday to 4°00 pom 


The second week Monday through 
Friday, January 23-27 will be devoted 
to ophthalmology. Motion pietures will be 
shown on Wednesday afternoon of that 


week 
The American Larvngologica! Rhino! 
oOogical and Otological Society Western 


Section. will hold it annual meeting in 


AXXVIT 


San brancisco between the two weeks of 
this convention, on Saturday, January 21, 
l%o6. This will permit members to attend 
the San Francisco meeting and return to 
los Angeles for the ophthalmology meet 


in order to become eligible for attend 
anee at the convention, each applicant 
must be a member. in good standing, of 
the American Medical Association. The 
lee for the entire two weeks. or any part 
OF it, is $100.00 and ineludes the cost of 
(ll luncheons. The check should be made 
payable to “‘Mid-winter Clinical Conven 
tion and mailed to Norman Jesberg, 
Vid)... Treasurer, 500 South Lueas Ave., 
\ngeles 17. Calif 


hie juests for hotel reservations should 
be addressed to Mr. R. B. Philbin. Mana 
zer, Elks Club, 607 South Parkview St 
los Angeles 57, Calif 


Stuntord University School of Medicine 
Will present the annual Postgraduate 
Conference in Ophthalmology from March 
i’ through March 2S. 1956 Registration 
Will be open to physicians who limit their 
practice to the treatment of diseases of 
lie eye, or the eye, ear, nose, and throat 
in order to allow free discussion by mem 
bers of the Conference, registration will 
be limited to 30 physicians 


lnetructor Will be Dr DD K. Pisehet, 
lerome W bettman, Dr. Max ine, 
br. Karle H. MeBain, Dr. Arthur J. Jam 
polsky and David L. Bassett 


‘rogram ind further information may 
ibe obtained Prom the office of the lean. 
stuntord University Sehool of Vedicine 


mramento St San Francisco 


ihe Los Angeles Society of Ophthal 
molory and Otolaryngology held a din- 
Her meeting on September 1, 1955, at 
the Los Angeles County Medical Associa 
lion HBullding, in Los Angeles. For the 
sclentific program, James H. Allen, M_D., 
professor of ophthalmology, Tulane Uni 
versity was the guest lecturer Hiis sub 
ject wus Vrinciples of Treatment of In 


Pectiou Diseuses of the Lids. Conjune 
and Cornea 


TRANSACTIONS 


FLORIDA 


The Tenth Annual University of Flori 
da Midwinter Seminar in Ophthalmology 
and Otolaryngology will be held at the 
Sans Souci Hotel in Miami Beach, Janu- 
16-21, 1956. The Midwinter Conven- 
tion of the Florida Society of Ophthal 
mology and Otolaryngology will meet 
concurrently with the Seminar on 
Wednesday afternoon, January 18: all 
registrants are invited to attend the 
meeting and the informal banquet which 
will follow 


The lectures on ophthalmology will 
be presented on January 16, 17, and 18 
Lecturers for will be Dr 
rrancis H. Adler, Philadelphia, Pennsyl 
vania; Dr. A. Gerard DeVoe, New York, 
New York: Dr. Michael J. Hogan, San 
Kranciseo, California: Dr. C Wilbur 
Rucker, Rochester, Minnesota: and Dr 
A. DD. Ruedemann, Detroit, Michigan 

The lectures on otolaryngology will be 
presented on January 19, 20, and 21 
these will be Dr 
igi, Rochester, Minnesota: 

Morrison, San Francisco, 
John R. Lindsay, Chica 
Bernard J. MeMahon, 

and Dr. Charles E 
Kinney, Cleveland, Ohio 

Registration 


ary 


these courses 


Lecturers for 
Frederick A 
Dr. Lewis F 
(‘alifornia: Dr 
go, Illinois; Dr 
Clayton, 


Missouri: 
should be completed as 
For further information 
Walter T. Hotehkiss, M.D... 541 
Road, Miami Florida 


s00n a8 possible 
write to 


Lineoln teach, 


ILLINOIS 


The Tenth Anniversary Meeting of the 
Central Illinois Society of Ophthalmology 
and Otolaryngology was held October 6-8, 
1955, at Bloomington, Ilino 

Speakers and their subjects 
follows 


The Relationship of 
Muscle Tropias and the 
ture 

Rudolph Aebli, M.D., New York, N. ¥ 


and Medical 
Running Ear 
Rochester, 


were Hs 


Pseudoptosis to 
Palpebral Aper- 


Classification 

Treatment of the Chronic 
lienry L. Williams, 
Vinn 


Diagnosis, 


Some Practical Points with 
gery 
Edmund 
Discussion led by Wilfred EF. Fry, M.D., 
Philadelphia, Pa 


(Corneal Sur- 


Spaeth, M.D., Philadelphia, 


SEPTEMBER 


PTORER, 19 


Nerve 
Man 


bilateral 

Paralysis: 

agement 
Paul 


Recurrent Laryngeal 
Its Medical and Surgical 
M.D.. 


Holinger. Chicago. 


Extractions Following 
tions for Glaucoma 


Hiarold Scheie, M.D., 


(‘ataract ()pera 


Philadelphia, Pa 
Muscle Tremor, a Factor in 
Mandibular Joint Dysfunction 
St 


Masseter 


James Costen Loui Mo 
Recent Trends 
Ramon Castrovielo. 


N. Y 


in Ocular Surgery 
M.D... New York, 


Meniere's Disease Practical Differentia 
and 
DIZziness 


M 


tion Diagnosis of Various Types of 


(joodvear. M.D)... Cincinnatt, Ohio 


Pteryvelum 
Forrest 


Hlawall 


Pinkerton, M.D Honolulu, 


the Tongue and Mouth 
Sage, M.D., Indianapolis, 


Diseases of 


Russell Ind 


The Operative Treatment of Glaucoma 
Arnold Pillat MID Austria 


Wounds 


Vienna 
The 
of the Eve 
Philip MebDonald, M.D 


Management of Penetrating 


Philadelphia 


Discussion of Stapes Mobilization 


ltoward House. M.D... Los Angeles, 


Calif 

Therapy of Ocular 
Hiarold lienkes 
The Netherlands 


Hypotonia 


Rotterdam, 


Paralysis of the 


Inferior Oblique Muscle 


Brown. M.D... New York, N. Y. 


Some Pitfalls and 
Testing of Hearine 
Walsh, 


of Chemical 
Pillat, M.D., 


Difficulties in the 


Theodore Mb... St. Louis. Mo 


Treatment 
Arnold 
The Present Status of 
Peter Kronfeld, 


burns of the Kye 
Vienna, Austria 
Tonography 
(Chicago, Ill 

Alaska 

Juneau, Alaska 


ltinerant 


Ophthalmology in 
R. Harrison Leer, 


Reinforcement of Sclera luring Intraocu 
lar Operations 
Harold Hienkes. 


The Netherlands 


M.D., Rotterdam, 


Observations on the Retraction 


Syndrome 


Some 


Trveve Gundersen, M.D)... Boston, Mass 
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NEWS NOTES 


Vertigo and Some of its Causes 


W. J. MeNallyvy, M.D... Montreal. Canada 
\rteriosclerotic Optic Atrophy 
Donald J. Lyle, M.D... Cincinnati, Ohio 


Also speaking on the 
Dr. John MeLean, of New 
Slaughter, of 


were 
York, and Dr. 


Wavne (Chicago 


ISEANA 


A postgraduate program entitled “Oc 


niar Pathology under the chairmanship 
of Dr. James H Allen professor of oph 
limology, will be presented December 


through the Division of Gradu 
ute Medicine of School 


Viedicine 


Tulane University 


In addition to formal lectures and dem 
will 


microscopic 


four hours of each day 


voted to the 


onstrations 
ade study of 


ection 


Reg) 


limited to twelve. 
will be 


tration mnust 
expected to brine 
and 
should be 


and registrants 


thei substage 
addressed to 
(;raduate Medicine, 
Orleans 12. 


nic roscopes 
Inquiries 

of 
‘Pulane Ay 


pS 
Lal 
enue New 


MASSACHUSETTS 


David G (‘oran, Director of the 
Hlowe Laboratory of Ophthalmology of 
the Harvard Medical School and the Mas 
achusetts Eye and Ear Infirmary in Bos 
fon, has uppointed to 
National Advisory 
ind Blindness Council. His 
Wil announced by 


Leonard A 


Service. 


ierve on the 
Neurological 


heen 
Diseases 
“ppotntment 
Surgeon General 
Public Health 
Department of Health, Ed 
Welfare 


Scheele of the 


ucation. and 


Cogan. il noted iInvestivator into 
blindness nas 
ultant to the 


Public 


erved as a 
Research 
service, the 
and 
ophthalmic 


the causes of 
National 
Hiealth 
(Oreanization 


Con 
(‘ouncil, the 
World Health 
vroups interested in 
ders. With his new 
one of the 


other 
disor 
appointment, he be 
COMeEsS twelve Council mem 
bers who advise the Surgeon General on 
pro 
Institute of Neurol 


Blindness 


an important part of the research 
vram of the National 
ogical and 


VMarviand 


Diseases tethesda 


NNALA 


Upon recommendations of this Couneil, 
us established by Act of Congress in 
1950, the Surgeon General awards grants 
to scientists in hospitals, universities and 
other nonfederal institutions throughout 
the country for the conduct of research 


into the neurological and sensory disor 
ders, including cerebral palsy, multiple 
sclerosis epilepsy, and diseases causine 


deafness and blindness 


The 


Institute of Neurological 
und Blindness is one of 
imilar research organizations comprising 
the National Institutes of Health, re 


National 


seven 


search branch of the Publie Health Serys 
ice kKach Institute conducts a research 
erants program aided by a National Ad 


visory Couneil The members of these 
(‘ouncits are leaders in science. educa 
tional and public affairs. They meet three 


rime vearlyv aft tethesda Varviand 
NEW VOoRK 
The Mark J. Schoenberg Memorial Lee 
ture ponsored jointly by the National 


Prevention of Blindness 
and the New York Society for Clinical 
Ophthalmology, will be Monday 
at pom at the 
New York Academy of Medicine. Irving 
lf. Leopold, M.D)... chairman of the De 
of Ophthalmology of the Grad 
School of the University of Penn 
Will speak on “Recent Advances 
Vledical 

This annual lecture is a 
the late Mark J MI) who 
founded the New York Society for Clin 
Ophthalmology and was the 


Society's 


Society for the 


on 


partinent 
Waite 
iIvania. 


in the Treatment of Glaucoma 


memorial to 
Schoenberg. 
ical also 
first chairman of the 
(‘ommittee on 


\ll phy 


National 
(laucoma 
VS elcome 


clans willl be 


Life 
Academy of 
and Otolaryngology, 
ed Life 
been 


Fellow of the 
Ophthalmology 
and recently appoint 
Member of the 

promoted 


lor (‘onrad 


YVimerican 


Society, 
pro- 
ophthalmology at 
Post-Graduate Med- 
is 


Hlarvey 
from associate 
professor of 
York University 


ial School. 


fessor to 
ophthalmic sur 
and director of re 
York Eye and Ear 
Infirmary director of 
Vidtown Hospital: and 
of the Seamen Church 


pathologist 


earch at the New 


ophthalmology at 
director 
Institute 


| 
_ 
ee 


PRANSACTIONS — SEPTEMBER - OCTOBER, 19 


PENNSYLVANIA 
Temple University School of Medicine 
will offer the following postgraduate 
courses in 1956 
Postgraduate Course in Broncho-Esopha 
cology 
February 6-17 
May 2% through June > 
September 17-2 
Postgraduate Course in Laryngology and 
Laryngeal Surgery 
April 23 through May 4 
November 5-16 
These courses are all to be given in 
the Department of Laryngology and 
ttroncho-Esophagology, Temple Univer- 
‘ity Hospital and School of Medicine, 
under the direction of Doctors Chevalier 
lL. Jackson and Charles M. Norris 


The tuition fee for each course 1s 
00 


Further information and application 
blanks can be obtained from Dr. Cheva 
lier L. Jackson, 32401 N. Broad St., Phila 
delphia 40, Pa 


VIRGINEA 

The Virginia Society of Ophthalmology 
and Otolaryngology will have its annual 
fall meeting at Richmond in the Baruch 
Auditorium, Medical College of Virginia, 
on November 29 and 30 (COtolaryngolo 
yy) and on December | and 2 COphthal 
mology) 

the speakers for the otolaryngology 
program are Victor Alfaro, Law- 
rence R. Boles, M.D., Aram Glorig, M.D., 
Robert J. Huebner, M.D)., Lyle M. Sel 
lers, M.D., Ben Senturia, and Henry 
lL. Williams, M.D 

The speakers for the- ophthalmology 
program are Howell W. Brown, M.D., 
James Spencer Dryden, William M 
Hart. M.D... William Howard, M.D), Ed 
ward Norton, and Henry VP. Wage 
ener, M.D 

Additional information may ob 
tained by writing to Dr. BP. N. Pastore, 
ttox 25. M. C. V. Station, 1200 troad 
Street, Riehmond 19, Virginia 


The Virginia Society of Ophthalmology 
and Otolaryngology is sponsoring a con 
vention cruise to Havana and Nassau 
from May 26 to June 2, 1956. Sailing 
from and returning to Norfolk, Virginia, 


the “Queen of Bermuda will serve as 
the hotel for the trip. Fare for the seven 
days will be $165.00 and up per person 
Reservations may be made with United 
States Travel Agency, Ine Washington, 


The Gill Memorial Kye kar and 
Throat Hospital, in Roanoke, Virginia 
will hold its 29th Annual Spring Congress 
in ophthalmology and otolaryngology and 
allied specialties, April 2-7, 1956 

Amone the guest speakers who will 
attend are the following Ly tudolf 
Aebli, New York, New York Dr. Sam 
Blank, Philadelphia, Pennsylvania It 
John Baltimore, Maryland 
Dr. Virgil S. Casten boston Massachu 
setts: Dr. Jack S. Guyton, Detroit, Mich 
igan: favard T. Horton, Rochester 
Minnesota: Dr. Curwood J. tTlunter, Cin 
cinnati, Ohio: Dr. John R. Lindsay, Ch! 
cago, Illinois: Dr. John Magielski, Ann 
Arbor, Michigan: Dr. Stephen J. Hl. Mil 
ler, London, England: Dr. Veter N. Pas 
tore, Riehmond, Virginia; Dr. Herbert J 
Rinkel, Kansas City, Missouri Dr. © 
Dwight Townes Louisville, Kentucky 
DOr. Everett R. Veirs, Temple, Texas; and 
Dr. Henry VP. Wagener, Rochester, Min 


nesota 


CANADA 


Dr. Frederick Thomas Tooke of Mon 
treal, Queber one of the most distin 
guished ophthalmologists of this” era 
died on July 20, 1955, at the age of &] 
Dr. Tooke received the degree of Doctor 
of Medicine from MeGill University tn 
and at his death was” professo! 
emeritus of his alma mater. He had 
served as ophthalmologist-in-chief of 
Roval Victoria Hospital in Montreal and 
s consultant for Champlain Valley Hos 
pital and Physician's Hospital, both of 
Pilattsburg, New York. A member of the 
American Ophthalmological Societys hie 
served as its president in 193% 


Throughout his lone professional ca 
reer, Dr. Tooke was active in ophthal 
mological circles in Europe as well as in 
Canada and the United States. Because 


of ill health, he had retired from active 


practice iti Virs Tooke preceded 
him in death. but there are six daugh 
tiers who survive 
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ENGLAND 


The Annual Congress of the Ophthal 
mological Society of the United Kinedom 
will be held at the Royal Society of Med 
icine, | Wimpole Street, London. on April 
~6-28, 1956 

The subject for discussion will be The 
Karly Diagnosis of Glacuoma There will 
ilso be a short symposium on ° Herpetic 
Infections of the Outer Eve 

The Annual Dinner will be held on 
Thursday, April 26. Members may bring 
Kuests 

\ Trade Exhibition will be held in the 
Cowdray Hall, next door to the Roval 
society of Medicine 

Further information mav be had by 
writing the Honorary Se retaries, Derek 
Ainslie (Council Business) and ¢ A 
Cook (Congress Business). The Ophthal 
mological Sox iety of the nited Kingdom 
Lineoin’s Inn Fields. London w.C. 2 


NOTES 


\LI 


The next meeting of the Oxford Oph 


thalmole 
(oxford 
South PP 


Mr. J 


eieal Congress will take place in 
at the Sehool of Physiology 
urk Road, on July 2-4. 1956 


W. Tudor Thomas. of Cardiff. 


has been elected master. and Mr. O. M 


Duthie, 
Dr J 
more, M 
LW 
liver the 
neetine 
the step 
enwald 
Any 


wish to 


of Manchester, deputy master 
onas S. Friedenwald, of Balti 
arviand, who died on November 
uccepted the invitation to de 
Doyne Memorial Lecture at this 
lle would have followed in 
s of his father, Dr Harry Fried 


who was the Dovne Lecturer in 


American colleagues who might 


attend the meeting should get 


in touch with the honorary secretary, 
lan 


england 


Fraser, 21 Dogpole, Shrewsbury 
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POSITIONS 


Qphthalmologist wanted in the fast 
yrowing city of Bowling Green, in south- 
ern Kentucky xcellent elementary 
schools and two colleges offer unusual 
cultural facilities. A Board-certified oph- 
thalmologist is leaving to accept a teach 
ing position. A licensed dispensing opti- 
cian with excellent equipment and an ap 
proved hospital with stall 
the city. Referrals from a wide area can 
be obtained and adequate office space is 
available 

Inquiries 


Open are in 


may be addressed to Dr 


(‘harles M Krancis 909 #£xKast Main 
Street, Bowling Green, Kentucky 
Wichita Falls Clinic Hospital has an 


Board-eligible 
association with 22 spe 
110.000 


opening for certified or 
ophthalmologist 
city of 


surrounding 


clalists college 


with 


serving 
referred work from 
communities. Salary for first year with 
opportunity to enter partnership. Write 
to Dr. O. P. Moffitt, 1300 EKighth Street, 


Vichita Falls, Texas 


After thirty years of practice, Dor. May 
nard H. Fuller, of Green Wisconsin, 
Wishes to retire from the practice of oph 
pur- 
chased by the takes over 
his practice 

(jreen Bay has a 
and is growing 
hospitals in the 
men 

This is an 
interested 
Fuller immediately. His 
Minahan Bide and he can be 
by phone at Hemlock 2-1039 
liemlock 5-9395 (residence) 


bay, 


thalmology equipment may be 


physician who 
population of S0,000 
rapidly 
city, 


There are three 


and fout 


and 
eontact§ Dr 
address is 40] 


excellent opportunity 
persons should 
reached 
(office) or 


AVAILABLE 


Wanted: An Associate in Ophthalmol 


ogy. For private practice. Well-estab 
lished office in large Midwest city. Write 
for details to Dr. R. G. Payne, Univer 


sity Club Bldge., St. Louis 3, Mo 


Fully 
ophthalmology 
one of the 
kexcellent 
hion 
Kye Hospital, 
Calif 


approved 2-3 year residency in 
is available due to loss of 
residents. to military 
training. For further 
Medical Director, 


Bush 


service 
informa 
write to (;reens 
Street San 


Francisco, 


‘Two-year Fellowship in Ophthalmolog: 


with pecial training in plastic urger: 


relating to the eve 
Varech 


Position open in Feb 

Write 
vrivineg full references, to \ead 
of Ophthalmology and Otolaryngolo 
‘ry, First Avenue Building, Rocheste) 
Vinn 


ruary or Stipend 
American 


Ophthalmologist wanted Offic 
Vedical Center Build 
Ing, near hospital. Write for 
to Mr. Tom E. Day ti 


kane, Washington 


Spice 
is available Ith Tieew 
particulat 
Riverside, Spo 


‘The Muncie Clinic is 
an 


interested in ob 


ophthalmologist or an oph 


thalmolowist-otolarvngologist krurtherin 


formation may be had bv writing Mr 
Donald Voore., business Vanagel 
Muncie Clinie, 420 West Washington St 


Muncie, Indiana 
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DIBSOLVES 
>TIZING, NON-TOXIC. 


DETERGENT 


BACTERICIDAL, 


Glycerite of ‘Hydrogen Peroxide 


With 


Clinical studies concerned with the use of 


* BIBLIOGRAPHY Glycerite of Hydrogen Peroxide in the treatment of 
Arch. Otolaryngol., | 

946. chronic purulent otitis media demonstrated seventeen 

"96-27, 1947, of twenty-nine patients in complete remission in 14 

scope, 1946. days and the remainder by the 38th day. The pa- 

New a! ‘smn i048. tients studied presented conditions existent for pe- 

Annals of ee. - riods of 2 weeks to over 40 years. Previous treat- 

J. A. Ph. A (Se. Ed.) ment by the usual therapeutic means, including ; 
35:304, 1946. tyrothricin or penicillin, was ineffective in all 


Literature on request. 
cases. 


Constituents: 


Hydrogen Peroxide 1.446%, Urea (Carbamide) 2.554%, 8-Hydroxyquinoline 0.1%. 
Dissolved and stabilized in substantially anhydrous glycerol...q.s. ad. 30cc. 


Available on prescription in one-ounce bottle with dropper. 
Administration: One-half dropperful two to four times daily. 


International PHARMACEUTICAL CORPORATION 


1812 BOYLSTON STREET, SOSTOM 15, MASSACHUSETTS 
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